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In 1917, F. Lewandowsky described,’ under the title “Ueber Rosa- 
ceaahnliche Tuberkulide des Gesichts,”’ a type of tuberculid of the face 
of rather unusual appearance and infrequent occurrence. This was the 
first detailed description and discussion of this form of tuberculosis of 
the skin, although Lewandowsky mentioned that such a case had pre- 
viously been presented by Blaschko before the meeting of the Berlin 
Dermatological Society on June 8, 1909. 

While relatively numerous cases of this involvement have been 
reported from that time, particularly in the German literature, and 
mainly from the schools of J. Jadassohn and Bruno Bloch,? the American 
literature failed to reveal the mention of this condition prior to 1931. 
In that year, the case of L. B., a 29 year old woman, was reported under 
this diagnosis from our clinic at the New York Post-Graduate Medical 
School, before two societies. Since 1931, mention of “rosacea-like 
tuberculid” has appeared in American publications. In 1931, Guy and 
Jacob * reported a case which may have been one of rosacea-like tuber- 
culid, although under the diagnosis of “miliary lupus resembling 
rosacea.” Tuberculin reactions were not reported. In their article on 
tuberculodermas of the face, Michelson and Winer * included rosacea- 
like tuberculid and published a photograph of a patient with such a 
condition. In the next year, Ormsby ® presented a case of “rosacea-like 
tuberculid” before the Chicago Dermatological Society. We have found 


From the Department of Dermatology, New York Post-Graduate Medical 
School, including the New York Skin and Cancer Hospital, Columbia University. 

1. Lewandowsky, F.: Ueber Rosaceaahnliche Tuberkulide des Gesichts, Cor.- 
Bl. f. schweiz. Aerzte 47: 1280, 1917. 

2. Volk, R.: Tuberkulose der Haut, in Jadassohn, J.: Handbuch der Haut- 
und Geschlechtskrankheiten, Julius Springer, Berlin. 

3. Eller, J. J.: A Case for Diagnosis, Arch. Dermat. & Syph. 24:923 (Nov.) 
1931. Sulzberger, M.B.: Tuberculid of the Face, ibid. 24:1107 (Dec.) 1931. 

4. Guy, W. H., and Jacob, F.: Miliary Lupus Resembling Rosacea, Arch. 
Dermat. & Syph. 24:338 (Aug.) 1931. 

5. Michelson, H. E., and Winer, L. H.: Tuberculodermas of the Face, Arch. 
Dermat. & Syph. 29:251 (Feb.) 1934. 

6. Ormsby, O.: Miliary Nodular Tuberculosis (Rosacea Type), Arch. Dermat. 
& Syph. 26:1102 (Dec.) 1932. 





160 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


no other mention of the condition’ in the American literature aside 
from reports of additional cases from the New York Post-Graduate 
Clinic.* 

It was apparent from the discussion of these cases, as well as from 
our subsequent inquiries and investigations, that this form of tuberculid 
has not been generally recognized in this country. 

Cases of rosacea-like tuberculid do not seem to be rare in New 
York. This statement is based on the fact that at the New York Post- 
Graduate Clinic and in private practice we have seen, since 1931, ten 
cases of this condition, six of which were verified by microscopic and 
immunologic evidence. As it will be shown later that these cases are 
often refractory to certain forms of ordinary treatment for rosacea 
and respond well to other types of therapy not used in rosacea, the 
question of diagnosis becomes one of practical significance. The resem- 
blance of this type of tuberculid to ordinary acne rosacea and other 
forms of acne on the one hand, and to lupus miliaris faciei on the other, 
is so great that it seems probable that the majority of cases are now 
being diagnosed as one or another of these conditions. 

R. Volk * described the classic clinical picture of this form of tuber- 
culid as follows: 


The lesions range in size from that of a pinhead to that of a barleycorn and are 
often present in great numbers on the cheeks and forehead; some are flush with the 
skin and some are slightly elevated. They are different from the lesions of rosacea 
in their yellowish or yellow-brown color, and they do not disappear entirely on 
diascopic pressure. The bluish-red color of the skin of the face and individual 
telangiectases complete the resemblance to rosacea. It seems to me that the differ- 
ential diagnosis is often quite difficult, in spite of the employment of all diagnostic 
aids. Sometimes the diagnosis can be verified only by observation of the course. 
Rapid healing under therapy for rosacea, particularly under dietetic measures, 
would speak against the diagnosis of a tuberculous disease. 


We agree with Volk concerning the difficulty of clinical differential 
diagnosis between rosacea-like tuberculid and acne rosacea in some cases ; 
nevertheless, in most cases, a clinical diagnosis can be made. When this 
is not possible, histologic and immunologic investigations, combined with 
refractoriness to ordinary treatment for acne rosacea and favorable 


response to intravenous injections of gold salts, will often lead to a 


7. We have just learned that Dr. Udo J. Wile recently submitted to the 
ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY an article on the subject of rosacea- 
like tuberculid. As his article has not yet been published we are unable to give 
detailed credit, but we with pleasure grant Dr. Wile priority for the first artic’ 
on the subject in this country. 

8. Wise, Fred, and Sulzberger, M. B.: Rosacea-Like Tuberculid, Arch. Derma 
& Syph. 26:186 (July) 1932. Eller, J. J.: Rosacea-Like Tuberculid of Lewat 
dowsky (?), ibid. 28:119 (July) 1933. 
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relatively certain diagnosis of tuberculid. However, a few cases may 
remain in which the differential diagnosis is impossible. 

The summary of the observations on the ten cases we have had 
the opportunity of investigating leads us to the following conclusions, 
which are in accord with those of other observers. The disease is one 
which affects both sexes (six females and four males). It occurs most 
frequently in persons in the age group of acne rosacea, that is, those 


in and beyond the prime of life. This circumstance, of course, again 











Fig. 1—A, an example of severe rosacea-like tuberculid. The eruption consists 
of papules and small nodules. There is considerable diffuse inflammation and 
desquamation. In this case the center of the face was involved, including the upper 
lip. Note the lesions on the anterior portion of the neck. B, photograph showing 
substantial improvement during a course of injections of gold sodium thiosulphate. 


renders the differential diagnosis from acne rosacea difficult. The ages 
of our patients ranged from 29 to 67 years. 
As is the case in other tuberculids, the patients do not generally 


ve active or advanced tuberculosis elsewhere, but do have, universally, 


idence of old, healed foci or of benign forms. We found other evi- 
nce or suggestion of tuberculosis in some of our patients. One had 
Mianal fistula. Another had papulonecrotic tuberculids on the arms, and 
ther had lupus erythematosus of the mucous membrane of the palate. 
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DIFFERENTIAL DIAGNOSIS 


There are several features which make one, clinically at least, sus- 
pect that the diagnosis of acne rosacea is erroneous in a particular case. 
Rosacea-like tuberculid rarely, if ever, exclusively affects the center 
of the face. It is more likely to be distributed on other parts of the 


face as well and sometimes the central areas are unaffected. The cheeks, 























Fig. 2—A moderately severe case of rosacea-like tuberculid. There is erythema 
of the cheeks and nose. Papules are scattered over the entire face, including the 


nose. 


the forehead and the chin are favorite localizations. Even after many 
years’ duration there seems to be no tendency to hypertrophic rosacea 
or rhinophyma. As a corollary to this, there is usually little evi- 
dence of hyperactivity of the sebaceous glands; and the oily seborrhea 
so often present in rosacea is usually but not always absent in the tuber- 
culid. Demodex folliculorum, so often found in large numbers in 
rosacea, is usually absent or sparse in the tuberculid. In the Lewandow- 
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sky tuberculid there is a tendency for efflorescences to appear on the 


neck as well as on the face. There are sometimes lesions on the scalp 
also. 

The lesions themselves consist of minute papules, sometimes, but by 
no means always, follicular in localization, irregularly but rather profusely 
distributed. These are usually discrete, but are sometimes agglomerate. 
The color of the papules varies from bright red and raw ham color to 
brownish yellow. Diascopic pressure generally reveals a small brownish 
or yellowish nodule as the basis of the papule; this is usually absent 
in the papules of true rosacea. The degree of telangiectasia, erythema 
and the amount of pustulation are extremely variable in the tuberculid, 














Fig. 3.—Rosacea-like tuberculid with papular eruption limited to the cheeks, 
forehead and neck. The center of the face is free. There is also lupus erythemato- 
sus of the buccal mucosa (fig. 4). The eruption disappeared, apparently as a 
result of nightly applications of lotio sulphurata. The patient has been practically 
free from the eruption for a year. 


so that it is difficult to use these characteristics in the differential diag- 
nosis from ordinary rosacea. However, although some cases present 
considerable telangiectasia, erythema and numerous pustules, it may be 
said that, in general, these signs are not as marked as in acne rosacea, 
and that the papular element predominates in the rosacea-like tuber- 
culids. If there is pustulation, it is usually confined to the formation 
of very small and generally superficial pustules. There are no frank 
acneform lesions and no pustules from which fairly large quantities 
of pus can be expressed. There is a variable amount of scaling, which 


may occasionally be marked. 
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The lesions undergo a regular process of involution, old ones slowly 


disappearing and new ones forming. At the site of the former lesions 


there is either no permanent change to be seen in the skin or a superficial 
atrophy, or in occasional cases a tiny depressed scar remains. 

The clinical differentiation from lupus miliaris faciei is usually less 
difficult than that from acne rosacea. In lupus miliaris there are no 
pustules. The yellowish discoloration observed is due to tuberculous 
necrosis or caseation. Telangiectasia and marked inflammation, exfolia- 
tion and the like, sometimes present in rosacea-like tuberculid, are usually 
absent in lupus miliaris, and the lesions are usually larger and deeper than 
those found in the rosacea-like form. Furthermore, lupus miliaris faciei 
sometimes affects the extremities and other parts of the body; this is 
not the case in rosacea-like tuberculid. There is a greater tendency to 
superficial scarring in lupus miliaris faciei. 











Fig. 4.—Same patient as in figure 3, showing the lesion on the hard palate. The 
histologic architecture was that of lupus erythematosus. 


While the points enumerated aid in the clinical diagnosis, histologic 
and immunologic examinations are often essential in differentiating 
Lewandowsky’s tuberculid both from acne rosacea and from lupus 
miliaris faciei.° 


9. No inoculations were carried out on guinea-pigs in our cases. Presumably 
they would have aided but little in establishing the diagnosis. In most “ids” the 
results of inoculation are irregular or negative. The method which should be 
employed in the inoculation of animals with tuberculids is not easy to carry out. 
Several lesions in various stages of development must be excised; these must include 
the youngest efflorescences discoverable. The tissue from the lesions should be 
mixed, and at least six guinea-pigs should be inoculated intraperitoneally with the 
mixture. Autopsy should not be performed before six months have elapsed unless 
the animals die prior to the expiration of this period. Even with this method, it is 
by no means certain that positive results will be obtained in all cases of true tuber- 
culid. Methods employing fewer lesions, fewer animals and shorter intervals of 
incubation are generally inadequate in testing for tuberculids; negative results are 
the rule and of little significance. 
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PATHOLOGIC HISTOLOGY 


From the histologic examination of a typical papule, it will be 
remarked at once that the cardinal feature of the rosacea-like tuberculid 
is the tuberculoid structure of the infiltration. It is usual to find fairly 
well defined circumscribed cellular infiltrates in the upper cutis, almost 
immediately below the epidermis, which is, in turn, often flattened as 








Fig. 5—A, a mild case of rosacea-like tuberculid. The papular eruption was 
mostly on the cheeks, with a few lesions on the forehead, chin and neck. B, appear- 
ance after intravenous injections of gold sodium thiosulphate. There are a few tiny 


pits. 


though compressed from below. In addition to these circumscribed 
nodules, there is a varying amount of perivascular infiltration in both 
the upper and lower cutis. 

The circumscribed heaps of cells consist of numerous epithelioid cells 
and an occasional Langerhans’ giant cell. In the central portions of the 
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infiltrate are a few lymphocytes and here and there a plasma cell. 
Toward the periphery of the nodule, the lymphocytes begin to predomi- 
nate, and the epithelioid cells grow fewer in number. The outer margin 
of the nodule consists almost exclusively of a lymphocytic wall. The 


margins of the nodules are not sharply demarcated, and the infiltrates 


are not enclosed in a network of connective tissue, as is often seen in 
sarcoids. ‘The infiltration is often perifollicular and sometimes around 











Fig. 6.—A, rosacea-like tuberculid with predominantly papular lesions. Note the 
relative freedom of the nose and the numerous lesions on the forehead. B, appear- 
ance after two months of intradermal tuberculin desensitization. The patient's sen- 
sitivity decreased from +++-+ reaction to a 1: 1,000,000 dilution of old tuberculin 
(Koch) to a + reaction to a 1: 500 dilution (Mantoux). 


a sweat duct, but not infrequently without relation to the cutaneous 
appendages. 

In addition to the tuberculoid lesions there are areas in which 
basal and diffuse lymphocytic and plasma cell infiltrates are found. In 
some of the lesions, particularly in the follicular ones, cellular débris and 
leukocytes are found in the nodules (pustulation). There are dilated 
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blood vessels to be seen in many areas of the deep and superficial cutis, 
and in some specimens the engorged vessels are both large and numerous. 
Tubercle bacilli are usually absent. 
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Fig. 7—Rosacea-like tuberculid; low power magnification, showing distribution 
of the infiltration. The dense infiltration (nodule) at the right contains giant cells, 
epithelioid cells and a few plasma cells. There is no caseation. 


This histologic picture differs from that of acne rosacea mainly 
in the predominantly tuberculoid character of the infiltration. While 
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Giant cells are 


high power magnification. 


Fig. 8.—Rosacea-like tuberculid; 





The infiltration also contains a few plasma cells and epithelioid cells, although 


seen. 





they are not well shown in the photomicrograph. 
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even in true acne rosacea there may be an occasional area of tuberculoid 
infiltration, this characteristic is never as dominant as in the tuberculid. 








> 





Fig. 9—Rosacea-like tuberculid; high power magnification, showing the char- 
acteristics of infiltration; epithelioid cells, round cells, an occasional plasma cell and 


polymorphonuclear leukocytes. 


Furthermore, tuberculoid structures and giant cells in acne rosacea 


are generally found only secondarily, as reactions to inflamed and 
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broken-down follicles and glands and in the older lesions, whereas in 
the tuberculid they occur without relationship to glandular structures 
and are the primary pathologic alteration. 

The seborrheic character is usually lacking in the tuberculid, but 
dominates in acne rosacea. That is, in the former, widened follicles 
and hypertrophic sebaceous glands are sparse; in the latter, follicular 
and glandular hypertrophy is the rule. 

Histologically, the differential diagnosis between rosacea-like tuber- 
culid and lupus miliaris faciei is often difficult. As a rule, however, 
typical tubercles are found in the latter. That is, one finds infiltrates 
with central caseation, surrounded by epithelioid cells and Langerhans’ 
cells, with lymphocytic infiltrations at the periphery. In rosacea-like 
tuberculid the classic tubercle is not encountered, for the central casea- 
tion is almost always absent. 


IMMUNOLOGIC OBSERVATIONS 


The immunologic observations are invaluable in establishing the diag- 
nosis, either as corroboration in the typical cases or as evidence for or 
against the diagnosis in borderline forms. We believe that quantitative 
intradermal tuberculin tests and contrast Moro reactions are important 
in each case. 

The investigations of J. Jadassohn.’° Martenstein and Noll*™ and 
Sulzberger and Wise ** have shown that serial, quantitative intradermal 
tuberculin tests elicit reactions in persons with tuberculoderma which 
differ from those elicited by equivalent concentrations in normal persons. 
Subjects with certain forms of tuberculids, generally designated as the 
sarcoid group, have a positive anergy, that is, are less sensitive to tuber- 
culin than normal subjects and require higher concentrations to produce 
reactions ; others are hyperergic, that is, are more sensitive to tuberculin 
than normal subjects (hypersensitive), and even high dilutions of 
tuberculin produce reactions. This statement does not apply to each 
individual case, but it holds true when a group of patients are quantita- 
tively tested and the percentage of reactions to various concentrations is 
compiled on a statistical basis. 

From the reports in the literature it may be concluded that persons 
with lichen scrofulosorum and rosacea-like tuberculid are the most 
hypersensitive of all those with tuberculids. 

Martenstein and Noll examined a small group of patients with 
rosacea-like tuberculid and found that 67 per cent gave strongly positive 


10. Jadassohn, J.: Remarks on Tuberculin in Dermatology, Brit. J. Dermat. 
41:451, 1929. 

11. Martenstein, H., and Noll, R.: Arch. f. Dermat. u. Syph. 158:409, 1929. 

12. Sulzberger, M. B., and Wise, F.: M. Clin. North America 14: 1555 (May) 


1931. 
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reactions to a dilution of 1: 1,000,000 of old tuberculin (Koch). Of 
the eleven cases of this disease which we found reported in the foreign 
literature, tuberculin tests were carried out in ten. Nine patients proved 
to be strongly hypersensitive, reacting to high dilutions of tuberculin 
(1: 1,000,000 or even higher). 

Our patients showed the same high degree of hypersensitivity to 
quantitative intradermal tuberculin tests. 

The so-called contrast Moro test is also of decided importance in 
demonstrating hypersensitivity to tuberculin at the site of the lesions.?® 
This test was performed with positive results in numerous cases of 
rosacea-like tuberculid previously reported. We carried out the contrast 
Moro test on our patients with the technic usually employed. Two 
ointments were used, one consisting of fresh old tuberculin (Koch) 
50 per cent, in hydrous wool fat, U. S. P., and the other of hydrous 
wool fat alone. A small quantity, just enough to cover the finger-tip, 
of each ointment is rubbed into two areas. The tuberculin ointment is 
rubbed into one affected area and, if possible, into one symmetrically 
placed, unaffected site; the hydrous wool fat control is similarly applied 
to affected and unaffected skin. It is the rule in rosacea-like tuberculid 
to find, after forty-eight hours, an exacerbation of the lesions at the site 
to which the tuberculin ointment was applied and sometimes to find that 
the tuberculin ointment has caused follicular and acneform lesions to 
appear in the previously unaffected area. The control sites remain 
normal. Occasionally the affected areas do not react, while the normal 
skin does. 

The almost universal high degree of hypersensitivity to tuberculin 
of persons with Lewandowsky’s tuberculid is an aid in the differential 
diagnosis between this form and all other forms of tuberculids which 
may be localized on the face and which may somewhat resemble, clini- 
cally, the rosacea-like type. Persons with papulonecrotic tuberculids of 
the face (acnitis) are, as a group, less hypersensitive than those with 
the Lewandowsky form. Persons with the small papular type of Boeck’s 
sarcoid and those with lupus miliaris faciei are not only distinctly less 
sensitive than those with rosacea-like tuberculid, but are, as a rule, less 
sensitive than normal persons, that is, anergic, and frequently do not 
react to tuberculin even in strong concentrations. Peck '* and Sulzberger 
and Wise '* have made compilations on this phase of the subject. 


THERAPY 
Rosacea-like tuberculid does not, in general, progress favorably 
under treatment designed for acne rosacea. The avoidance of stimu- 
lants by ingestion, the correction of disorders of the alimentary canal 


13. Peck, S. M.: Arch. f. Dermat. u. Syph. 158:409, 1929. 
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and female pelvic organs and the removal of foci of infection were 
not effective in our cases. Roentgen therapy proved useless. 

Sulphur and resorcinol lotions were beneficial in two of our cases, 
but did not achieve a cure. The therapy which we have found to be 
most effective is the usual one employed in tuberculids, namely, injections 
of gold sodium thiosulphate, given as in lupus erythematosus, diets high 
in vitamins, general tonic measures, general irradiation of the body with 
ultraviolet rays and intradermal and careful tuberculin desensitization. 
With these methods, alone or in combination, our patients have been 
freed from their dermatoses. One patient, after eighteen months of 
freedom from cutaneous lesions and discontinuation of treatment, 
recently had a recurrence. He is again being treated with gold sodium 
thiosulphate and is responding well. 

J. Jadassohn recommended therapy with ultraviolet rays from a 
water-cooled quartz mercury vapor arc lamp, but we have not as yet 
employed this method. 

The difference found between acne rosacea and rosacea-like tuber- 
culid with regard to their response to therapy may be utilized, to a 
certain degree, in differential diagnosis. While the diagnosis may gen- 
erally be made on clinical, histologic and immunologic grounds, refrac- 
toriness to ordinary therapy for rosacea and favorable response to injec- 
tions of gold salts or to tuberculin desensitization may be considered 
therapeutic evidence in favor of the diagnosis of Lewandowsky’s 
rosacea-like tuberculid. 

DISCUSSION 

Dr. FRANK C. ComsBes: This is an interesting case, and I think a classic 
example of this type of tuberculid. I have seen only one other case like it. I can 
appreciate the difficulties that have been experienced in the past in differentiating 
this condition from the ordinary type of rosacea. Many of the papules look a 
great deal like those occurring in acne agminata, except that they are not aggre- 
gated. I observed one case in which the condition responded to treatment with 
a gold compound. 

Dr. BINFoRD THRONE: I am extremely interested in this case, but I must 
admit that I was entirely ignorant of the condition until a meeting several months 
ago at which Dr. Eller presented a case of this type from the same clinic. 

Dr. Frep Wise: I think that one of the main points of interest in a case of 
this kind is the extreme sensitivity to tuberculin, both on injection and on patch 
test. This patient reacted to a very high dilution of tuberculin by intradermal 
injection and by patch test. In cases of lupus miliaris disseminatus faciei, which 
this condition resembles to some extent, the patients are often less sensitive to 
tuberculin tests, both intradermal and patch, than are normal persons, which is a 
rather interesting differential point. 

I should like to mention one more thing. In the case presented by Dr. Eller 
and reported in the ARCHIVES OF DERMATOLOGY AND SyPHILoLocy (24:923 
[Nov.] 1931), there is a mistake in the paragraph which states that the tuberculin 
tests were negative. The patient presented by Dr. Eller was highly sensitive to 
tuberculin. All of the four or five patients observed lately at the New York 
Post-Graduate Medical School and Hospital have manifested hypersensitivity to 


tuberculin. 
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Dr. BinrorD THRONE: Has a complement-fixation test of the blood for 


tuberculosis been made? 

Dr. George M. MacKee: A complement-fixation test has not been made. All 
of the patients observed by my associates and me showed a marked hypersensitivity 
to tuberculin. Frank pulmonary tuberculosis is, I believe, uncommon. This patient 
has an arrested apical tuberculosis. I had one patient who also had lupus erythema- 
tosus of the mucous membranes of the mouth that was proved by biopsy. It is 
possible to make a clinical diagnosis in most of these cases. The condition can 
be distinguished from rosacea, although at times the differentiation is difficult. The 
clinical differential points are that in this tuberculid the eruption is not confined 
to the flush centers of the face, as is rosacea. It may be on the outskirts of the 
face or all over the face. In ordinary rosacea there are usually acneform lesions, 
that is, prominent pustules. One seldom observes acneform pustules in the rosacea- 
like tuberculid, although tiny pustules may be discovered on close inspection. The 
elementary lesion seems to be a follicular papule or nodule. Scarring is a feature 
of some cases, but not of all. We have had good results with peeling lotions 
and with injections of gold compounds. Roentgen irradiation has not been 


satisfactory. 
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REVIEW OF THE LITERATURE 


In 1917, Lewandowsky ' called attention to a form of tuberculosis 
of the skin, previously undescribed, to which he gave the descriptive 
name, rosacea-like tuberculid of the face. The condition was first 
observed by Blaschko *; in 1909 he presented several cases of it before 
the Berlin Dermatological Society. It remained, however, for Lewan- 
dowsky to study the subject more fully, and the little knowledge of the 
disorder available is due largely to his efforts. His classic description 
of the clinical and pathologic picture as translated from the history of 
a case reported in his paper, is as follows: 


The eruption on casual observation gives one the impression of rosacea, not 
only because of its distribution over the forehead and cheeks (the nose being 
involved only rarely), but also because of its reddish-blue color. There are also 
present over the cheeks small areas of telangiectases, although these are far less 
prominent than in the usual cases of rosacea. In addition, there is diffuse erythema 
of the involved skin. On close examination it is evident that the affected portions 
of the face are dotted by innumerable discrete lesions. The majority of these are 
hardly the size of a pinhead, whereas some attain the size of a millet seed. Some 
are level with the surrounding skin, while others are slightly elevated. The lesions 
over the cheeks are bluish red; those over the forehead have a somewhat more 
brownish-red color. On diascopy, a faint, brownish-yellow, central punctum per- 
sists in the individual papules. In the case of the largest ones, a faint yellowish 
central zone can be seen in contrast to the reddish periphery, even without employ- 
ing diascopic pressure. Rarely, early central pustulation can be found in the 
largest lesions. The surface of the involved skin is generally not scaly, and on 
running the finger over it, a sensation of innumerable small irregularities is 
gained. On the other hand, a more definite infiltrated feeling can be perceived only 
on stroking the individual larger lesions. j 

Microscopic examination of excised papules reveals small, sharply defined 
infiltrations immediately beneath the epidermis and extending to involve the upper 


Studies and contributions from the Department of Dermatology and 
Syphilology, University of Michigan Medical School, service of Dr. Udo J. Wile. 
1. Lewandowsky, F.: Cor.-Bl. f. schweiz. Aerzte 47:1280, 1917. 

2. Blaschko, A.: Arch. f. Dermat. u. Syph. 98:122, 1909. 





WILE-GRAUER—ROSACEA-LIKE TUBERCULOSIS 


and middle thirds of the corium. They are made up predominantly of epithelioid 
cells with large giant cells centrally placed. Many of these are of the Langhans 
type. There is no central necrosis. Lymphocytes are sparse within the tubercle, 
but are numerous at its margin, especially along the inferior margin, where they 
are heaped up in layers. Between them, a moderate number of plasma cells are 
found. The epidermis is flattened over the infiltration, and in places consists of 
two or three layers of flat cells. The papillae are displaced. In the center of one 
of the infiltrations is an intact hair follicle with a wide hyperkeratotic orifice. 
Two others are situated around ducts of sweat glands. Elastic fibers are entirely 
absent within the tubercles. Outside, they are found beneath the epithelium matted 
in thick masses. There are only small remnants of collagenous tissue within the 
infiltrations. Small vessels can be followed from the periphery into the central 
portion of the infiltration. Tubercle bacilli cannot be demonstrated. 


Fig. 1. (case 1)—Appearance before therapy. The eruption consisted of 
underlying erythema with multiple superimposed papules and papulopustules the 


size of a pinhead, in a rosacea-like distribution. 


On reviewing the literature, one is immediately impressed by its 
paucity. As far as we have been able to determine, only three brief 
discussions of the condition have appeared in the literature since 
Lewandowsky’s original paper : in a comprehensive monograph on tuber- 
culosis of the skin by Volk*; in a recent article by Michelson and 
Winer,‘ and in the recent edition of the textbook by Ormsby.® Several 


3. Volk, R.: in Jadassohn, J.: Handbuch der Haut- und Geschlechtskrank- 


heiten, Berlin, Julius Springer, 1931, vol. 10, p. 1. 

4. Michelson, H. E., and Winer, L. H.: Tuberculoderma of the Face, Arch. 
Dermat. & Syph. 29:251 (Feb.) 1934. 

5. Ormsby, O. S.: Diseases of the Skin, ed. 4, Philadelphia, Lea & Febiger, 


1934. 

















Fig. 2. (case 1).—Low power magnification of a section of a papule, showing 
miliary tubercles high up in the corium and extending well below the papillary 


layer. 
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Fig. 3—High power magnification of the tubercle in figure 2, showing the 


epithelioid cells and the centrally placed giant cell of Langhans’ type, surrounded 
by a zone of lymphocytes. There is no evidence of caseation. 
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cases have been presented before dermatologic societies abroad by Hey- 
mann (one),®° Lutz (one),* Ledermann (one)* and J. Jadassohn 
(two).® In this country, cases which in all probability fall into this 
croup have been presented at meetings of dermatologic societies by 
Guy and Jacob (one) *° and Eller and later by Sulzberger (one),™ 
Wise and Sulzberger (one),’* Ormsby (one) ** and Traub (one).** 
Two of the cases which form the basis of this report were presented 
by one of us (U. J. W.) at meetings of the Chicago Dermatological 
Society. Almost without exception, all the cases have excited consider- 
able discussion, with differences of opinion as to diagnosis. 


REPORT OF CASES 


CasE 1.15—History—A. M., a white woman, married, aged 32, first noticed an 
eruption involving the cheeks, nose, forehead and chin, two years prior to examina- 
tion. The lesions varied in size from that of an ordinary pinhead to that of a glass 
pinhead, were elevated and seemed to contain pus. At its onset the disorder was 
not severe, and had practically disappeared after a year when it suddenly under- 
went an exacerbation, and since that time had become progressively worse. New 
lesions appeared from time to time. None had been observed to disappear 
spontaneously. The intensity of the associated erythema varied. Heat, sunlight, 
excitement, nervousness, fatigue and hot drinks had a tendency to increase it 
and to make the face feel hot. Exposure to heat had a particularly marked effect 
in accentuating the redness. Her face would burn and smart when she was 
fatigued or exposed to heat. The patient thought that the eruption showed 
exacerbations at the menstrual periods, although she was not certain. She also 
thought that there had been transient attacks of erythema of the face before the 
papules and papulopustules appeared. She had used many different kinds of oint- 
ment and had been treated with ultraviolet rays from an air-cooled, quartz mercury 
vapor arc lamp without permanent benefit. During the greater part of the patient’s 
life she had been troubled with flatulence and chronic constipation. For two years 
prior to examination there had been a leukorrheal discharge. There was a 

6. Heymann, F.: Zentralbl. f. Haut- u. Geschlechtskr. 4:324, 1922. 

7. Lutz, W.: Schweiz. med. Wchnschr. 54:158, 1924. 

8. Ledermann, K. G.: Zentralbl. f. Haut- u. Geschlechtskr. 17:275, 1925. 

9. Jadassohn, J.: Zentralbl. f. Haut- u. Geschlechtskr. 27:466, 1928. 

10. Guy, W. H., and Jacob, F. M.: Erythema Nodosum, Arch. Dermat. & 
Syph. 25:388 (Feb.) 1931. 

11. Eller, J. J.: Rosacea-Like Tuberculid of Lewandowsky, Arch. Dermat. & 
Syph. 24:923 (April) 1931. Sulzberger, M. B.: Tuberculid of the Face, ibid. 24: 
1107 (May) 1931. 

12. Wise, F., and Sulzberger, M. B.: Rosacea-Like Tuberculid, Arch. Dermat. 
& Syph. 26:186 (Jan.) 1932. 

13. Ormsby, O. S.: Miliary Nodular Tuberculosis (Rosacea Type), Arch. 
Dermat. & Syph. 26:1102 (March) 1932. 

14. Traub, E. F.: Lupus Miliaris Disseminatus Faciei, Arch. Dermat. & Syph. 
27:530 (Oct.) 1932. 

15. Wile, U. J.: Acnitis, Arch. Dermat. & Syph. 18:477 (Feb.) 1928; Lupus 
Miliaris Faciei, ibid. 20:544 (Feb.) 1929. 
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questionable history of tuberculosis, the patient having had enlarged cervical glands 
during childhood. The family history was negative for tuberculosis. 


Physical Examination.—The patient presented an eruption confined to the face, 
more particularly the forehead, cheeks, temples, chin, upper lip and proximal 
portion of the nose. The distal portion had practically escaped. The eruption 
consisted of a diffuse, rather bright, underlying erythema, superimposed on which 
were numerous papules the size of a pinhead and papulopustules, the majority 
of which had a follicular distribution. They varied in color from red to yellow- 
brown. Some of the papules had a slightly translucent appearance. Whereas a 
few of the lesions were definitely elevated above the surrounding skin, many were 
flat, and on running the finger over the involved skin they could be felt as slight 
On diascopic pressure, many revealed translucent centers the color 


There were a few areas of telangiectases on the nose and cheeks, 
In 


irregularities. 
of apple jelly. 
and several inconspicuous, superficial, atrophic scars the size of a pinhead. 
addition, the patient had a slight seborrheic tendency and a few comedones. 

The patient was examined in the medical clinic, where her lungs were thought 
to be normal. She was found to have an adenoma of the thyroid gland, and there 
was some question of cholecystitis. She was seen in the department of gynecology, 
and found to have a pelvic inflammation and bilateral laceration of the cervix. 
The department of urology reported that her examination revealed no abnor- 
malities; the department of otology reported septic tonsils. 

Roentgen examination of the chest revealed no evidence of a parenchymatous 
lesion. 
Histologic Examination.—Several miliary tubercles were found, situated chiefly 
in the upper part of the corium, but below the papillary layer. The tubercles were 
epithelioid, with a few giant cells and were surrounded by a moderate lymphocytic 


infiltration. There was no caseation. Ziehl-Neelsen stains for tubercle bacilli gave 


negative results. 

The tuberculin reaction was negative to 0.0001 mg. of tuberculin protein (tuber- 
culin precipitation test) 16 and 0.1 cc. of a 1: 10,000 dilution of old tuberculin, and 
to 0.01 mg. of tuberculin protein (tuberculin precipitation test) and 0.1 cc. of a 
1: 100 dilution of old tuberculin. 





Case 2.17—History—D. McG., a white woman, unmarried, aged 27, first noticed 
an eruption over the face one year before examination. This involved chiefly the 
forehead and chin, and was red and blotchy, with an occasional papule and papulo- 
pustule. The lesions were asymptomatic and more or less evanescent. The patient 
stated that the redness of the eruption became intensified when she was exposed to 
heat and sunlight. Excitement, nervousness, fatigue and hot drinks did not affect 
it. There were exacerbations during the menstrual periods. Her face never 
burned, smarted or felt hot. She had not noted any transient or permanent flushing 
previous to the onset of the lesions. Four months prior to examination, she con- 
sulted a physician who gave her fifteen treatments with ultraviolet rays. There 
was no history of constipation, indigestion or menstrual disturbances. The history 


was not suggestive of tuberculosis. The family history was negative for 


tuberculosis. 








16. (a) Seibert, F. B., and Munday, B.: Am. Rev. Tuberc. 25:724, 1932. (b) 
Barnwell, J. B., and Pollard, H. M.: Am. Rev. Tuberc. 30:482 (Oct.) 1934. 
17. Wile, U. J.: Lupus Miliaris Disseminatus Faciei, Arch. Dermat. & Syph. 


24:525 (Feb.) 1931. 
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Physical Examination.—The patient presented an eruption confined to the face, 
involving particularly the midportion, the proximal third of the nose being spared. 
[his consisted of a diffuse, faint, underlying, bluish-red erythema, superimposed 
n which were numerous erythematous papules the size of a pinhead. The largest 
were the size of a glass pinhead. The lesions were slightly elevated. A few were 
reddish brown and were capped by a sparse, fine, branlike scale. The papules 
were discrete, and a few showed central pustulation. On diascopic pressure, some 
of the lesions presented the color of apply jelly. No lesions were seen on the lips 
or eyelids or extending into the margins of the hair. There were a few areas of 
telangiectases on the cheeks. No scars were seen. 

The patient was examined in the medical clinic. No signs of pulmonary dis- 
ease were found. The examination in the department of otology gave negative 
results. A gynecological examination was refused. 

Roentgenograms of the chest revealed minimal peritruncal infiltration. There 
was no roentgen evidence of specific infection of the thorax. The opinion was 
that the chest was essentially healthy. 

Histologic Examination.—Numerous tubercles of the epithelioid type and with- 
out caseation were found in the upper portion of the corium. The smaller ones 
lay just beneath the papillary layer, while the larger ones invoived the papillary 
layer up to the epidermis. There was well marked lymphocytic infiltration. 
Scattered tubercles lay along the hair follicles to their full depth. Ziehl-Neelsen 
stains for tubercle bacilli gave negative results. 

The tuberculin reactions were negative to 0.0001 mg. of tuberculin protein 
(tuberculin precipitation test) and 0.1 cc. of a 1: 10,000 dilution of old tuberculin 
and positive to 0.01 mg. of tuberculin protein (tuberculin precipitation test) and 
0.1 cc. of a 1:100 dilution of old tuberculin. 


Case 3.—History.—H. M., a white woman, unmarried, aged 21, first noticed a 
sparse, papular eruption over the forehead eleven months prior to examination. 
Her face was oily at that time, and she consulted a physician, who administered a 
few roentgen treatments. Following this, the skin became dry and slightly scaly. 
For the following three months there was little change. The patient then went 
to the seacoast and was exposed to sunlight. This seemed to make the eruption 
much worse, and, six months before examination, it spread to involve the cheeks 
and chin. Since that time, it had gradually become more severe. There was no 
history of marked sensitivity of the eruption to heat. She had received some treat- 
ment with ultraviolet rays from a water-cooled, quartz mercury vapor arc lamp 
which was applied with pressure. In addition, some autogenous vaccine had been 
administered. There was a history of tonsillectomy at 5 years of age. The 
patient had had a chronic cough of six weeks’ duration at the age of 7, which 
stopped following the removal of a tonsillar tag. She had a cough of two weeks’ 
duration at the age of 16, which ceased when her activity was diminished. A 
spinal curvature was noticed seven years before, but there were no symptoms 
on examination. There was a history of influenza thirteen years previously. 
There was no history of pleurisy, pain in the chest, pneumonia, hemoptysis or 
expectoration. The family history was negative for tuberculosis. 

Physical Examination.—The patient presented an eruption confined entirely to 
the face, more particularly the malar eminences of the cheeks, the central portion 
of the forehead and the chin. It consisted of an underlying erythema with super- 
imposed papules, which appeared to be deep-seated and varied in size from that of 
a pinhead to that of a glass pinhead. They presented a slightly inflammatory base 
and a definite yellowish sheen. On diascopic pressure they were seen to be 
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brownish yellow. One or two showed evidence of pustulation. The skin was 
moderately dry and presented a diffuse scaling, particularly on the cheeks. In 
addition, there were a few dilated follicular orifices and occasional comedones. 

The patient was examined in the department of medicine. No physical signs 
of pulmonary disease were discovered. Structural scoliosis with a right dorso- 
lateral convexity was noted. She was examined in the department of ophthal- 
mology, but no choroidal tubercles were found. 

Roentgenograms of the chest revealed a marked curvature of the spine to the 
right, which extended from the fifth dorsal vertebra, and was greatest at the tenth. 
There was marked calcification in the left hilus in front of the ninth and tenth 
dorsal vertebrae. There was a slight increase of peritruncal markings bilaterally. 
Otherwise, the lungs were clear. 


Histologic Examination.—Conglomerate masses of epithelioid tubercles occurred 
in the corium. There were a few small giant cells and slight caseation occurred in 
the central portion with slight umbilication resulting. The lymphocytic infiltration 
extended to the epidermis in the central portion of the lesion, but elsewhere the 
subpapillary layer escaped. Ziehl-Neelsen stains were negative for tubercle bacilli. 

The tuberculin reaction was negative to 0.1 cc. of 1: 100,000, 1: 10,000, 1: 1,000 
and 1: 500 dilutions of tuberculin protein (tuberculin precipitation test) ,6@ and to 
0.1 mg. of old tuberculin injected intracutaneously. The Pirquet reaction was 
negative. The tuberculin reaction was positive to 0.1 cc. of a 1:100 dilution of 
tuberculin protein (tuberculin precipitation test) and of old tuberculin. 


Case 4.—History.—G. W., a white woman, unmarried, aged 43, first noticed an 
eruption involving the cheeks and forehead six months prior to examination. At 
first it seemed to be most profuse over the left side of the face. She consulted a 
physician, who attributed the disorder to oris-root in her face powder. She disconti- 
nued using the powder, but her condition was unaffected. Excitement, nervousness, 
fatigue, hot drinks and, particularly, exposure to heat accentuated the under- 
lying erythema of the eruption and made her face feel hot. Sunlight did not affect 
the erythema. There were no exacerbations during the menstrual periods. There 
had been no transient attacks of erythema of the face before the eruption appeared. 
There was a history of chronic constipation and slight indigestion. There had been 
no symptoms suggestive of tuberculosis. A maternal uncle died of pulmonary 
tuberculosis, but there had been little contact with the patient. 


Physical Examination.—The patient presented an eruption confined to the face. 
This consisted of an underlying, bluish-red erythema, involving particularly the 
cheeks and chin, superimposed on which were numerous erythematous papules 
ranging in size from that of pinhead to that of a glass pinhead. These were dis- 
tributed most profusely on the forehead, malar eminences, chin and proximal 
portion of the nose. There was a solitary lesion on the right upper eyelid and 
several in the eyebrows and on the neck. There was a lone pustule situated just 
below the left ear. Several of the papules had a distinctly brownish color. A 
number were capped with a centrally placed scale. Many presented a yellow- 
brown color on diascopic pressure. There were no areas of telangiectases or scars. 

The patient was examined in the medical clinic, where no clinical evidence of 
pulmonary disease could be found. She was seen in the otology department, where 
the examination for foci revealed no abnormalities. Examination in the gyneco- 
logical clinic revealed retroversion of the uterus. 

Roentgenograms of the chest revealed a proliferative pulmonary tuberculous 
lesion at the base of the upper lobe of the left lung which did not appear to be 
active. 
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Histologic Examination.—Sections stained with hematoxylin and eosin showed 
numerous tubercles about hair follicles and sebaceous glands. The lesions were 
minute, noncaseating epithelioid proliferations showing a tendency to follow 
lymphatic channels. Moderate lymphocytic infiltration and occasional multinucleate 
giant cells were found. The process was definitely localized to the level of the 
sebaceous glands, there being neither more superficial involvement nor extension 
to the deeper cutaneous and subcutaneous tissue. Attempts to demonstrate acid- 
fast bacilli in the tissue sections were unsuccessful. 

The tuberculin reaction was negative to 0.0001 mg. of tuberculin protein (tuber- 
culin precipitation test) and 0.1 of a 1: 10,000 dilution of old tuberculin and 
positive to 0.01 mg. of tuberculin protein (tuberculin precipitation test) and to 
0.1 cc. of a 1: 100 dilution of old tuberculin. 


Case 5.—History—P. F., a white woman, unmarried, aged 21, dated the onset 
of her illness to one year prior to examination, at which time she noticed an 
eruption distributed over the face and neck consisting of an underlying erythema 
with a few superimposed papules and papulopustules. The lesions gradually 
increased in number. They appeared one at a time and not in crops. At times 
they had seemed to disappear spontaneously. They were not particularly pruritic 
at first, but were accompanied by some burning. Treatment in the past consisted 
of ointments and exposure to ultraviolet light. Since 6 years of age, there had 
been marked transient flushing of the face and ears, particularly following excite- 
ment and exertion. Occasionally the condition would persist for the entire day. 
At 17, erythematous biotches would develop frequently on the cheeks, forehead 
and chin. These would usually appear after the patient was called on to recite at 
school; on several such occasions she was suspected of developing measles. The 


patient stated that the present eruption became more erythematous following 
exposure to heat and during periods of excitement and embarrassment. Sunlight, 
nervousness, fatigue and the ingestion of hot drinks produced a similar, though less 
intense reaction. There were no menstrual disorders or exacerbations of the 
eruption during menstruation. There were no digestive disturbances, but there 
was chronic constipation. There was no personal or family history of tuberculosis. 


Physical Examination.—The patient presented an eruption involving the fore- 
head, malar eminences and chin. This consisted of a diffuse, underlying, brick- 
red erythema with many superimposed red and reddish-brown papules ranging in 
size from that of a pinhead to that of a glass pinhead. A number of the larger 
lesions were either capped with a fine, branlike, yellowish-white scale or presented 
a centrally placed pustule the size of a pinpoint. A few papules were surmounted 
by a small, centrally placed, yellowish-brown crust. Several of the lesions were 
flush with the skin; the majority, however, were definitely elevated. The forehead 
was so studded with small papules that the surface had the feel of a nutmeg- 
grater. There were also several lesions on the nose, more particularly on the 
proximal two thirds. None seemed to invade the scalp, eyebrows or eyelids. There 
were no lesions of the mucous membrane, the papules stopping abruptly at the 
vermilion border of the lips. A number presented the typical color of apple jelly 
on pressure with glass. There were several areas of telangiectases over the malar 
eminences, particularly on the alae and the bridge of the nose. In addition, there 
were a few small, depressed, inconspicuous, whitish scars. The eruption was 
superimposed at places by a pityriasis-like desquamation. The erythema at times 
extended to involve the ears and upper portion of the neck. 

Examination in the medical department failed to reveal any pulmonary abnor- 
malities. The department of otology reported septic tonsils. These were removed. 
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No tubercles were found on pathologic examination. The gynecological and 
urologic examinations gave negative results. 

Two years following the original examination, she returned with corneal ulcers 
of the left eye. She was seen in the ophthalmologic department, and an impression 
of tuberculous keratitis was gained. 

Roentgenograms of the chest were negative. 

Histologic Examination.—Biopsy of skin from the region showed numerous 
fine hairs. Situated in the upper half of the corium, but below the papillary layer, 
was a series of tubercles occurring at almost regular intervals. The tubercles were 
largely epithelioid, but contained numerous giant cells. There was no caseation. 
In the deeper portion of the corium was a heavy lymphocytic infiltration. Here, 
also, were epithelioid and giant cell tubercles, about which the infiltration was 
distributed. Ziehl-Neelsen stains were negative for tubercle bacilli. 

The tuberculin test was negative to 0.0001 mg. of tuberculin protein (tuber- 
culin precipitation test) and 0.1 cc. of a 1: 10,000 dilution of old tuberculin and 
to 0.01 mg. of tuberculin protein (tuberculin precipitation test) and 0.1 cc. of a 
1: 100 dilution of old tuberculin. 

SURVEY 

In analyzing the observations in the twenty-one cases considered, 
sixteen of which were taken from the literature and five from the clinic, 
we find that there is an overwhelming preponderance of women. In the 
eighteen cases in which the sex was stated, fourteen were women. Our 
five patients were women. The age of the patients at the onset of 
the eruption varied from 20 to 47 years in the fourteen cases in which 
the duration was stated, the condition appearing during the third decade 
of life in six cases, the fourth decade in three and the fifth decade in 
five cases. The duration of the eruption at the time the patients 
presented themselves for examination varied from two months to five 
years, with an average of one and a half years in the fourteen cases 
in which the duration was stated. Of eight cases in which a definite 
statement was made, there was a gradual onset in six. Two of our 
five patients thought there was spontaneous disappearance of lesions, 
while a third believed them to be persistent. 

In eleven cases in which the affected regions of the face were 
specifically noted, the cheeks and forehead were involved in practically 
all. The nose and chin were next most frequently involved, though 
roughly, in only half the cases. When lesions were found on the nose, 
the proximal portion was frequently more profusely involved. None 
presented lesions of the mucosa of the lips or nares, and in only two 
were there papules on the eyelids. Six of fifteen patients presented 
telangiectasia, five of thirteen, scars and ten of fourteen, pustulation, 
although this was usually sparse and not a prominent feature of the 
clinical picture. There were definite fluctuations in the intensity of 
the erythema in several of our five patients. The variations seemed 


to depend on external stimuli, emotional states and the ingestion of 


hot food. Four of five noted a marked accentuation on exposure to 
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heat. In three of four, the erythema was intensified by sunlight, excite- 
ment, nervousness, fatigue and hot drinks. In two of four, there were 
exacerbations at the menstrual periods. Two of four of the patients 
stated that transient attacks of erythema of the face preceded the 
onset of the eruption. This was particularly true in one case in which 
there evidently had been marked vasomotor instability from childhood. 
Two of four of our patients gave a history of indigestion, and three 
of four a history of chronic constipation. 

Of nine of the entire group of twenty-one cases in which informa- 
tion was given concerning tuberculosis, there was a positive history 
in two, a questionable one in two and a negative one in five. Of eight 
cases in which information was given concerning a family history of 
tuberculosis, only one was positive. In one case the eruption on 
the face was accompanied by a disseminated lupus vulgaris over the 
body. One of our five cases was complicated by keratitis which was 
thought to be tuberculous. Of thirteen cases in which the observations 
of a general examination, roentgenograms of the chest, or both, were 
noted, demonstrable tuberculous foci were found in four. In all four 
cases, this was detected by roentgenograms of the chest. In two, the 
changes involved the hilar glands, and in the remaining two there were 
changes in the upper lobes of the lung. The appearance of the foci 
suggested inactivity of the process. Of eight cases in which roent- 
genograms of the chest were made, four were positive. 

The histologic picture in practically all the cases was closely similar. 
Of the thirteen cases in which a detailed description of the histologic 
changes was given, four showed a tendency to central necrosis. Three 
of these were Blaschko’s cases and one belonged to our group. In six 
cases in which attempts were made to demonstrate tubercle bacilli in 
the histologic sections, these efforts were unsuccessful. In one case in 
which a tissue transplant was done, the result was negative. 

In seventeen cases in which tuberculin tests of any type (Pirquet, 
Moro, Mantoux) were reported, thirteen were positive. In ten cases 
in which intracutaneous tuberculin tests with old tuberculin were 
reported, eight reactions were positive. Three were positive to 0.1 cc. 
of a 1: 1,000,000 dilution, two to a 1: 5,000 dilution and three to a 
1: 100 dilution. In Heymann’s case the reaction was positive to a 
1: 5,000 dilution, but no statement was made whether this represented 
the minimal reactive dose. The three patients who reacted to a dilution 
of 1:100 gave a negative reaction to a 1: 10,000 dilution. These 
patients were not tested with dilutions of 1: 5,000 or 1:1,000. In five 
patients with positive reactions to the intracutaneous tuberculin test, 
roentgen observations were negative in two. One of these reacted to 
a dilution of 1: 1,000,000. 
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Of four patients who gave a history of being treated with roentgen 
rays, one was improved, two were not benefited and one was made 
worse. 

COMMENT 

The relatively small number of reported cases of rosacea-like tuber- 
culosis, together with the paucity of the literature on the subject, 
suggests that the disorder is rare. This is probably true. We feel, how- 
ever, that the rarity is more apparent than real, and that with a greater 
understanding and familiarity with this condition, more cases will be 
recognized. A number of cases in the past have probably been confused 
with acne rosacea, to which rosacea-like tuberculosis bears a marked 
superficial resemblance in both distribution and appearance. Further- 
more, it seems likely that when the tuberculous nature of the cases was 
recognized, they were often mistaken for lupus miliaris disseminatus 
faciei (disseminated follicular lupus of Tilbury Fox).'* This confusion 
is easily understandable, particularly since in lupus miliaris faciei, acute 
hyperemia is said occasionally to precede the outbreak, the lesions becom- 
ing manifest after disappearance or regession of the erythema (Jadas- 
sohn, Kreibich,'® Wertheim,'* Wise and Satenstein *’). Furthermore, 
lupus miliaris faciei may occasionally be complicated by coexisting 
rosacea (Arndt,'® Blaschko,'* Favera,'® Saalfeld,'* Wise and Saten- 
stein °°) which makes differentiation even more difficult. The possibility 
suggests itself in this connection that a few of the cases of lupus 
miliaris faciei said to have been complicated by erythema or rosacea 
might in reality have been examples of rosacea-like tuberculosis. 

Our survey speaks for a more frequent occurrence of the disorder 
in women than in men. Whether this is more apparent than real cannot 
be determined, because of the small number of cases. This disparity 
may possibly be explained on the grounds that women more frequently 
apply for treatment. The observation that involvement of the nose 
occurred in approximately half the cases coincides with Lewandow- 
sky’s original description, in which he stated that the nose is only 
rarely affected. 

The histologic picture presented by our cases conforms closely to 


Lewandowsky’s original description, and little can be added. While 


serial sections of our material were not made, numerous sections of 
excised papules were examined. The specimens were stained with 
hematoxylin and eosin and the Ziehl-Neelsen stain for tubercle bacilli. 
The upper portion of the corium was most frequently the site of the 
epithelioid tubercles, occurring singly and in conglomerate masses. The 

18. Fox, Tilbury: Lancet 2:35, 1878. 

19. Quoted by Volk.* 

20. Wise, F., and Satenstein, D. L.: Clinical and Histologic Features of Certain 
Types of Cutaneous Tuberculosis, Arch. Dermat. & Syph. 4:586 (Nov.) 1921 
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tubercles frequently contained giant cells, and were surrounded by 
heavy zones of lymphocytic infiltration. As Weller ** pointed out, a 
comparative immunity from invasion of the uppermost portion of the 
corium appeared to be characteristic of our cases, the infiltrations usuall) 
being situated in the upper part of the corium, but below the papillary 
body. In only one of our five cases could caseation be demonstrated, 
and this was slight. According to Volk,* caseation is not found in 
lesions of this type. As a result of this study, it would seem that, 
whereas absence of caseation is usually the rule, it may occasionally 
occur, depending possibly on the age of the lesion taken for biopsy. 
This is in contrast to the findings in lupus miliaris faciei, which usually 
show central caseation (Gans,** Volk,* Wise and Satenstein *°). In none 
of our sections could tubercle bacilli be demonstrated. We realize that 
the negative results are without significance as to the etiology. 

Martenstein and Noll,** using graduated dilutions of tuberculin, 
found that two of three patients with a rosacea-like tuberculid reacted 
to 0.1 cc. of a 1:1,000,000 dilution, while the third gave a positive 
reaction to a dilution of 1:5,000. Because of the possibility that the 
two hyperergic cases might be the same which Jadassohn ® presented, 
and which are tabulated among the reports of cases, they were not 
included in our survey of tuberculin reactions. Because we employed 
only two dilutions of old tuberculin (1: 10,000 and 1: 100), our results 
are unfortunately not comparable with those of Martenstein and Noll. 
We can say, however, that all our five patients gave negative reactions 
to 0.1 cc. of a 1: 10,000 dilution after an observation period of seventy- 
two hours. Three gave positive reactions to a dilution of 1: 100, while 
two gave negative reactions to the same dilution. If the rosacea-like 
tuberculids are strongly hypersensitive to tuberculin, as Martenstein and 
Noll’s figures seem to indicate, though there are too few cases in their 
group to permit definite conclusions, then from an allergic standpoint 
two of our cases would approach the lupus miliaris faciei group, which 
is less sensitive to tuberculin than the norm (normals: at 1: 1,000,000, 
18.5 per cent are positive; at 1: 5,000, 80 per cent).** A similar situa- 
tion existed in the case presented by Eller and later by Sulzberger,” 
in which the tuberculin test (type not stated, but probably intracutane- 
ous) was negative. 

The question arises as to the status of rosacea-like tuberculosis. Is it 
a form of classic tuberculosis of the skin, or does it belong to the group 


21. Weller, C. V.: Personal communication to the authors. 

22. Gans, Oscar: Histologie der Hautkrankheiten, Berlin, Julius Springer, 
1925, vol. 1. 

23. Martenstein, H., and Noll, R.: Arch. f. Dermat. u. Syph. 158:409, 1929. 

24. Martenstein and Noll, quoted by Sulzberger, M. B., and Wise, F.: M. Clin. 
North America 14:1555 (May) 1931. 
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of tuberculids, as the name given it by Lewandowsky suggests? 
Blaschko * and Lewandowsky * both considered the disorder a form of 
tuberculid, without giving reasons for their belief. Arndt, quoted by 
Lewandowsky,' regarded cases of this type as lupus miliaris on the 
basis of the histologic observations. Volk,* in his monograph on tuber- 
culosis of the skin, discussed the disorder as a special form of the 
papulonecrotic tuberculids. In the classification employed in Jadas- 
sohn’s clinic,*® it is grouped under the tuberculids. Throughout this 
article, we have purposely refrained from the use of the phrase “rosacea- 
like tuberculid,” because of the ambiguity which still surrounds the term 
“tuberculid.””. The constant observation of a typical tuberculous 
histologic change in these cases has led us to believe that the disorder 
‘genuine’ tuberculosis 


‘ 


represents a true bacillary infection, a form of 
rather than a tuberculotoxic dermatosis. 

Rosacea-like tuberculosis must be differentiated clinically from acne 
rosacea, lupus miliaris disseminatus faciei, acnitis, the small papular 
disseminated sarcoid of Boeck and lupus pernio. Like acne rosacea, 
the flushed areas of the face are usually involved with a_ bluish-red 
erythema. However, the nose does not seem to be involved as uni- 
formly, and was affected in only six out of eleven cases in our survey. 
Occasionally, this form of tuberculosis affects persons below the age 
at which rosacea commonly develops. Six of fourteen patients were 
below 30 years of age. Telangiectases is not as constant a finding 
nor is it usually as prominent. Only six of thirteen patients presented 
them. In this disorder some of the papules have a yellowish or yel- 
lowish-brown color and present a typical color of apple jelly on diascopic 
pressure. Occasionally, in acne rosacea color will persist in the lesions 
on diascopic pressure, but this is usually light yellow and not the brown 
of apple jelly. Usually, the pustular elements are not as pronounced. 
The histologic picture is different. This disorder does not present the 
inflammatory change with an increase in the sebaceous glands that is 
so characteristic of rosacea. It is true that occasionally in rosacea one 
can find a tuberculoid structure around destroyed follicles consisting 
of granulation tissue with epithelioid and giant cells, but this does not 
have the typical arrangement, nor are the tubercles as weli developed 
or as numerous (Gans **; Volk*). The tuberculin reaction may be of 
assistance. Finally, a chronic course refractory to local applications, 
a dietary regimen and roentgen treatment suggests tuberculosis. 

In rosacea-like tuberculosis the eruption is invariably characterized 
by an underlying bluish-red erythema. The lesions are small, usually 
not much larger than a pinhead. They are superficial, and generally 
very numerous. In lupus miliaris faciei, on the other hand, although 
the eruption may be preceded by acute hyperemia or accompanied by 





25. Jadassohn, J.: Brit. J. Dermat. 41:451, 1929. 
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rosacea, this is not the usual observation. The lesions are generally 
larger, frequently consisting of nodules the size of birdshot and are 
usually fewer. The lesions of rosacea-like tuberculosis generally do 
not occur in crops, but develop gradually with persistence. They appear 
to have no particular predilection for the mucosa of the lips and nares, 
or for the skin of the eyelid as in lupus miliaris faciei. The lesions 
of both disorders frequently present the color of apple jelly on diascopic 
pressure. Central caseation is a predominant observation in the 
pathologic picture of lupus miliaris faciel, whereas it rarely occurs in 
rosacea-like tuberculosis. 

Acnitis and rosacea-like tuberculosis have essentially the same dis- 
tribution. The lesions of acnitis, however, are more deep-seated and 
frequently much larger, at times attaining the size of a pea. They are 
papulonecrotic, and lack the color of apple jelly. Acnitis is often accom- 
panied by an eruption of folliclis, erythema induratum, lupus erythema- 
tosis or Darier’s sarcoid (Wise and Satenstein °°). 

Soeck’s sarcoid, when it occurs on the face as small papules and 
nodules with delicate peripheral telangiectases, may resemble rosacea- 
like tuberculosis. The lesions, however, are not as superficial, and under 
glass pressure are seen to be composed of grayish-yellow foci. The 
histologic picture is distinctive, and consists of sharply circumscribed, 
deep-seated infiltrations composed of closely packed epithelioid cells 
surrounded by lymphocytes and separated from one another by con- 
nective tissue septums. Occasionally, giant cells are present. Necrosis 
never occurs. The sarcoids are decidedly hyposensitive to tuberculin 
(Martenstein and Noll **). 

Lupus pernio occurring on the flushed areas of the face, with its 
dusky erythema, papular and pustular lesions and scarring, may super- 
ficially resemble rosacea-like tuberculosis. However, the coincident 
involvement of the hands, fingers, toes or pinnae of the ears and the 
occasional presence of vesicles may help to differentiate it clinically. 
Lupus pernio, like the sarcoids, is hyposensitive to tuberculin ( Marten- 
stein and Noll **). 

Jefore leaving the subject of differential diagnosis, we should like 
to emphasize that we do not believe rosacea-like tuberculosis of the 
face should ever be diagnosed solely on clinical criteria. A small speci- 
men should always be taken for biopsy, and, if possible, the patient 
should be tested with graduated dilutions of tuberculin injected intra- 
cutaneously. In this connection, Professor Jadassohn ** spoke highly 
of the clinical value of the contrast reactions, i. e., to Moro’s tuberculin 
ointment: ‘With this method I have also been successful in the often 
very difficult diagnosis of the rare, but practically important cases of 
rosacea-like tuberculides ( Lewandowsky ).”’ 
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In closing, a word may be said about treatment. Because this form 
of tuberculosis is generally thought to be a hematogenous infection 
spreading from an underlying focus, treatment short of operative 
removal of the suspected focus must of necessity be symptomatic. 
Unfortunately, in most cases this cannot be done, either because no 
focus of tuberculosis can be found, or because of its inaccessible loca- 
tion. Therapy, therefore, becomes a matter of building up the patient's 
resistance with rest, a diet high in calories, cod liver oil and local treat- 
ment of the eruption. We have had our best results with repeated 
blistering exposures to ultraviolet rays from a water-cooled quartz 
mercury vapor arc lamp under pressure, though in a few instances the 
results have not been striking, the lesions being resistant and showing 
a definite tendency to recur. 

SUMMARY 

1. Sixteen cases of rosacea-like tuberculosis collected from the 
literature and five cases from this clinic are analyzed and discussed. 

2. Because of a uniformly tuberculous histology, this condition would 
seem to be a form of true tuberculosis of the skin, presumably a 
hematogenous spread from an underlying focus. 

3. Because of the ambiguity which still surrounds the term “tuber- 
culid,” the commonly accepted name of “rosacea-like tuberculid’”” would 
seem better replaced by the term “rosacea-like tuberculosis.” 

4. Previous observations have indicated that patients with this con- 
dition are hypersensitive to tuberculin, whereas this study suggests that 
anergic cases may occasionally be met. While a tuberculin reaction is 
an important diagnostic aid, it should not be accepted as pathognomonic 
of the disorder. 

5. The differential diagnosis and treatment of the condition are 
discussed. 


In addition to our investigations, the microscopic slides were studied 


and the diagnosis of typical tuberculosis in each case was confirmed by 
Dr. Carl V. Weller, professor of pathology. 
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Progress in dermatologic histopathology has been meager during the 
past one or two decades. There have been a few reports of apparently 
new conditions, and a few refinements in preexisting methods have been 
introduced. The greatest advance in routine methods of fixation and 
staining was made by Masson,‘ who succeeded in modernizing the 
methods of fixation and staining for dermatologic material. As he stated, 
fixation in formaldehyde and staining with hematoxylin and eosin are 
not sufficient for cytologic study. The greatest special progress in 
dermatopathologic study has been made in the study of pigment. Intro- 
duction of the silver method and especially Bloch’s dopa reaction have 
made possible a rational evaluation of normal and pathologic pigmentary 
processes. Studies of the dopa reaction have been made by Bloch,’ 
Miescher,* Becker,* Peck,’ von Albertini and Walthard,® Laidlaw * and 


From the Section of Dermatology, the Department of Medicine, University 
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many others. Some of the difficulties in the performance of the test 
have been overcome by the simplified technic of Laidlaw and Blackberg.* 

The greatest difficulty in evaluation of sections which have been 
treated with di-oxy-phenylalanine has been due to the fact that one 
must use frozen sections which are of necessity thick. The completed 
sections may be counterstained, but they do not take the stains well. It 
has been difficult to orient the dopa-positive cells in these thick, frozen 
sections, with the result that a difference of opinion exists relative to 
their nature. The following study in combining the dopa reaction with 
the excellent methods of Masson was undertaken to shed further light on 


the problem of pigment. 


TECHNIC 

Freshly excised tissue, from 3 to 5 mm. in thickness, was immersed in the 
solution of di-oxy-phenylalanine prepared according to the simplified technic of 
Laidlaw and Blackberg.s The solution was changed after one-half hour, since 
Laidlaw and Blackberg called attention to the fact that some tissues are 
sufficiently acid to alter the pu of the solution. The first solution washes out 
the objectionable substances and the reaction proceeds unhindered in the fresh 
solution. The fa of our dopa solutions varied from 7.35 to 7.8. Bloch stated 
that 7.35 is the optimum fu. The solution containing the piece of tissue was 
kept in the incubator at 37 C. for from twelve to fifteen hours. Within 
this time the tissue and the solution become black. A _ period of this length is 
necessary for penetration and does not produce a great deal of nonspecific black- 
ening of the inner portion of the block. 

During the experiments, control frozen sections were placed in the same solu- 
tion, allowed to remain in the incubator for from three to four hours, washed 
in water and mounted on glass slides. The collagen of the dermis acts as a 
medium for mounting. The tissue used for frozen sections was fixed in a 5 per 
cent solution of formaldehyde for from one to two hours to aid in the cutting. 

The block of tissue was removed from the dopa solution and treated with 
various fixing solutions. Alcohol and formaldehyde did not prove satisfactory, 
and the best results were obtained by fixing the block in Bouin's solution, accord- 
ing to the method of Masson, for from forty-eight to seventy-two hours. It was 
then carried through alcohol washings and toluene and embedded in paraffin 
containing 5 per cent beeswax. Sections of from 5 to 6 microns in thickness 
were cut. The paraffin was removed with toluene or xylene; the xylene was 
removed with alcohol, and the sections were taken from the 70 per cent alcohol 
and placed in water. They were allowed to remain in running water for one 
hour, at which time the trinitrophenol was completely washed out and the collagen 
appeared to be pale gray. After this the sections were counterstained by a good 
staining method. If a quick, simple stain was desired, brazilin was used. For 
careful cytologic study, the Masson trichrome stain (iron hematoxylin, acid fuchsin- 
ponceau de xylidine and aniline blue) was used. It is advisable to stain the 
protoplasm rather lightly with the acid fuchsin-ponceau de xylidine mixture in 
order to facilitate identification of the dopa-positive cells. 


8. Laidlaw, G. F., and Blackberg, S. N.: Melanoma Studies: II. A Simple 
Technique for the Dopa Reaction, Am. J. Path. 8:491 (Sept.) 1932. 














Fig. 1—An acquired nevus (courtesy of Dr. M. H. Ebert). All of the 
melanoblasts in the basal layer and the groups of nevus cells show a positive 
reaction. No reaction is seen in the palisade basal cells. Dopa reaction; paraffin 


sections. 
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Fig. 2—A mongolian spot. Positively reacting cells are seen in the basal 
layer and deep in the dermis. Dopa reaction; paraffin section. 
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RESULTS 


It was found that the dopa-positive cells (figs. 1 and 2) could be 
identified more readily by the method just mentioned than by the ordi- 
nary method. There was, however, more nonspecific darkening of the 


tissue and of preexisting melanin than by the ordinary method, especially 
when the melanin was located in a dopa-positive cell. This must be 
considered in interpreting the reaction. Owing to the apparent shrinkage 
during fixation, the dopa-positive cells were separated slightly from 
the palisade basal cells. This made their identification easier, and they 
had the same morphologic appearance as the clear cells of Masson. We 





Fig. 3—The appearance of the skin five days after it had been irradiated by 
thorium X. Dopa-positive dendritic melanobiasts are present at the epidermodermal 
junction. No reaction is seen in the palisade basal cells. Nonspecific darkening 
is seen deep in the dermis. Dopa reaction; paraffin sections. 


believe that by our method it is possible for the first time actually to 
determine that the dopa reaction is not found in palisade basal cells, 
but only in melanoblasts located at the epidermodermal junction, often 
in between the proximal ends of the palisade basal cells. This conception 
was previously advanced by Masson, Pautrier, Becker and others, in 
contrast to the idea of Bloch, Peck and others that the dopa reaction 
is found in palisade basal cells. 

We also made a careful study of sections from the skin of a patient 
who had received irradiation with thorium X five days previously 
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Melanoblasts were numerous (fig. 3), and we were unable to find any 


sign of transitional forms between the palisade basal cells and _ the 
melanoblasts. We therefore feel that this study lends support to the 
existence of two distinct types of cells in the epidermis, one the palisade 
basal cells and the other the clear cells of Masson, which become 
melanoblasts following stimulation by actinic rays and by other means. 











Fig. 4.—Buccal mucosa with clinical hyperpigmentation. Dendritic melanoblasts 
are present in the basal portion of the epithelium and around the papillae. Since 
the dendrites extend in all directions, sections must be thick to enable one to follow 
them. The chromatophores in the superficial connective tissue contain brown 
melanin but do not show a positive dopa reaction. Dopa reaction; thick paraffin 
section; & 300. 


When studies of dendritic melanoblasts in their entirety are desired, 
sections may be cut as thick as is necessary (fig. 4) and studied with or 
without counterstaining with brazilin. This gives sections as thick as 
frozen sections, but because they have been fixed and cleared, they will 
permit good counterstaining. 
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SUMMARY 
The dopa reaction was performed en bloc by the simplified technic 
of Laidlaw and Blackberg. The tissue was then fixed in Bouin’s solu- 
tion, embedded in paraffin and cut into thin or into thick sections if such 
are desired for a study of dendritic melanoblasts in their entirety. The 


sections may be stained by many methods, the most valuable of which, for 
cytologic study, is the Masson trichrome (iron hematoxylin, acid fuchsin- 


ponceau de xylidine and aniline blue) for which very thin sections 
must be used. All of the sections showed that the dopa reaction 
does not occur in palisade basal cells, and no transitional 
forms were found between the palisade basal cells and the melano- 
blasts. These observations support the conception of the presence 
of two types of cells in the epidermis, one of which has to do with 
the regulation of pigment function. This method should make possible 
a more intelligent study of pigmentary processes by the dopa reaction 
than has been possible by the frozen section method. 





ACRODERMATITIS CHRONICA ATROPHICANS 
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MINNEAPOLIS 


Acrodermatitis chronica atrophicans was the descriptive term first 
used by Herxheimer and Hartmann ' in 1902 to designate a cutaneous 
condition belonging in the general group of atrophy of the skin. 
Although the symptom complex of the disease has been broadened 
through innumerable discussions, it still presents an important problem, 
as to both etiology and therapy, and little more is known today concern- 
ing those phases of the syndrome than at the time it was first described. 
The literature on this comparatively rare condition has recently been 
thoroughly reviewed by Oppenheim ? in Jadassohn’s “Handbuch,” but 
it is felt that any interesting and relatively infrequent features of the 
disease should be reported. 

The subject of idiopathic atrophy of the skin was discussed but 
little by the older authors,’ as Hebra, Kaposi and Neumann, who 
grouped as atrophia cutis various cutaneous changes like xeroderma 
pigmentosa, stria distensae and senile skin, which had in general no 
close relationship to true idiopathic atrophy. Kaposi in his lectures 
made only occasional references to the condition, and Auspitz, in 1881, 
went no further than to separate the universal from the diffuse types. 

The first definite presentation of the subject was made by Buchwald,‘ 
in 1883. He observed a case in a 36 year old man, who stated that the 


disease had been present on the lower extremities for sixteen years. 


Read at the Fifty-Seventh Annual Meeting of the American Dermatological 
Association, New York, June 9, 1934. 
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In January 1886, Touton® reported the second case, in which both the 


upper and the lower extremities were involved, and later in the same year 
Pospelow ® noted a third example of the disease in a woman, aged 50, 
and first mentioned the now much used term “cigaret-paper wrinkling.” 
The first cases in America were described by Bronson‘ and Elliot * 
in 1895. Rille,® in 1898, identified Pick’s “érythromélie” with idiopathic 
atrophy of the skin, and since that time Rusch,’® Herxheimer and Hart- 
mann,! Oppenheim,'! Finger and Oppenheim,'* Sutton and Kanoky,"® 
and others 


18 


Irvine,’* Wise,'® Jessner,’® and Lowenstamm,'? Kenedy 
have broadened the knowledge of the disease. 
The general classification of cutaneous atrophy, according to Oppen- 


heim,” is as follows: 


I. Congenital atrophy 
A. Aplasia cutis congenita 
B. Congenital linear atrophy 


C. Diffuse universal atrophy 
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II. Acquired atrophy 
A. Without inflammation 
1. Simple senile atrophy 
2. Atrophy due to external factors (sailor’s skin, atrophic striae, 
pressure atrophy, cutis rhomboidalis nuchae, occupational 
atrophy ) 
. Atrophy due to internal factors (hunger, marasmus, cachexia, 
nervous disorders) 
B. With inflammation 
1. Dermatitis atrophicans progressiva chronica 
a. Dermatitis atrophicans diffusa 
b. Acrodermatitis chronica atrophicans 
c. Dermatitis atrophicans maculosa 
d. Poikiloderma atrophicans vasculare 
2. Kraurosis vulvae et penis 
. Blepharochalasis 
. Atrophy accompanying other inflammatory diseases (lepra, 
lupus erythematosus, tuberculosis cutis, pellagra) 
. Xeroderma pigmentosa 
. Atrophy following irradiation 


COMMON FEATURES OF ACRODERMATITIS CHRONICA ATROPHICANS 
As is seen in the classification Oppenheim made a slight differentia- 
tion between dermatitis atrophicans diffusa and acrodermatitis chronica 


atrophicans, but stated that both were only clinical variants of dermatitis 
atrophicans progressiva chronica (general idiopathic atrophy) and that 
there were no sharp distinctions. Most authors do not make this dif- 
ferentiation, but classify all cases of idiopathic diffuse atrophy of the 
skin as acrodermatitis chronica atrophicans. Oppenheim made his dis- 


tinction on the following clinical symptoms: the doughy infiltration 
which characterizes the beginning of acrodermatitis chronica atrophicans ; 
the presence of the so-called ulnar bands; the localization on the 
extensor surfaces of the extremities, especially on the joints of the 
knees, elbows and fingers, and finally, the absence of involvement of 
the entire body. The face, palms and soles are not involved and the 
trunk almost never. 

The disease begins with inflammation and infiltration, and although 
the onset is usually insidious, there may be scaling, swelling, weeping 
and even lymphangitis. Jessner and Lowenstamm, in a study of sixty- 
six cases, found that the disease occurred twice as frequently in females 
as in males and that the usual age of involvement was from 40 to 70 
years, although cases have been reported in much younger and older 
persons. Zinsser '® reported a case in a patient 12 years of age. The 


19. Zinsser, F.: Ein Fall von symmetrischer Atrophie der Haut, Arch. f 
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course is always chronic and progressive, and the later stages are char- 


acterized by an extremely thin, transparent skin which wrinkles easily 
and through which the superficial veins are easily visible. 

Histologically, in the early inflammatory stage there is no atrophy, 
but a disturbance of the papillary portion of the corium with dilatation 
of the vessels, edema and an infiltrate of round and plasma cells. In the 
second or atrophic stage, a definite atrophy appears. The connective 
tissue stains poorly and becomes homogenized ; the elastic tissue 1s lost 
in certain areas and is fragmented and poorly stained in others. The 
subcutaneous tissue decreases, and the glands disappear. The infiltrate 
is less than in the inflammatory stage, but here and there plasma and 
mast cells may be seen. The epidermis is extremely thin and consists 
of but two or three layers of cells. The stratum lucidum and granulosum 
may be lacking completely. Oppenheim also considered a third stage, 
that of hypertrophy and degeneration, in which the changes were like 
those of fibroma, angioma or scleroderma. 


SPECIAL FEATURES OF ACRODERMATITIS CHRONICA ATROPHICANS 

1. Ulnar Bands.—These formations were given special mention by 
Herxheimer and Hartmann in 1902, who observed them in several of 
their group of twelve cases, by Rusch in 1906, who found them in two 
of four cases, and by Finger and Oppenheim. Oppenheim stated that 
Neumann had already observed such bands on the extensor surface of 
the forearms in cases of idiopathic atrophy. In 1924, Jessner and 
Lowenstamm found ulnar bands in eleven of sixty-six patients with 
acrodermatitis chronica atrophicans. 

They frequently appear in the early stage of infiltration and extend 
from the olecranon process of the ulna to the wrist joint, along the 
medial surface of the forearm. They may be sharply defined, or rather 
diffuse, and vary in length and width. They are light or dark red, and 
the consistency may be firm or doughy-soft. They may be fastened 
to the ulna and fixed to the overlying skin or freely movable. The 
bands occasionally disappear after varying lengths of time, and in some 
instances are replaced by atrophic areas, at the periphery of which may 
be felt the remains of the previous infiltrate. Rarely, similar bands 
are found in the region of the knee joint, following the extensor tendon 
from the patella upward, near the ankle joint, and along the radius. 

The general histopathology of the bands is similar to that of the 
fibrous nodules, with infiltration into the corium and keloid-like changes 
in the connective tissue. 

2. Fibrous Nodules——Oppenheim stated that in 1905 Herxheimer 
demonstrated the first case of acrodermatitis chronica atrophicans which 
showed fibrous nodules. Oppenheim presented a similar case with 
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histologic studies before the Vienna Dermatologic Society and before 
the Association of German Naturalists and Physicians in Dresden in 
1907. At the latter meeting Winternitz showed an analogous case, with 
nodules in the patellar region which he thought were due to mechanical 
irritation. The fourth case was presented by Rona, in 1909, before the 
International Dermatologic Congress in Budapest. Many examples of 
fibrous nodules have been reported in recent years. 

The nodules appear painlessly in the subcutaneous tissue over the 
extensor surfaces of the elbows, knees, dorsa of the hands and occasion- 
ally in other regions. They may be single or in groups, and, rarely, are 
arranged in linear formation. Their size varies from that of a nut to 
that of a pea, and they are usually yellow to yellowish white, though 
they may be a cyanotic red. Jessner and Lowenstamm observed the 
formation of nodules in eight of sixty-six cases, and Oppenheim stated 
that in his last thirty cases, within the preceding ten years, no nodules 
were observed. 

Histologically, they present the generai structure of a fibroma, with 
loss of elastic tissue and penetration of the nodule by an inflammatory 
infiltrate consisting of round and plasma cells. 

3. Scleroderma-Like Changes.—Oppenheim stated that Rusch and 
he reported the first cases of acrodermatitis chronica atrophicans show- 
ing scleroderma-like changes. However, as early as 1886, Touton men- 
tioned that his patient presented tense, glazed white skin over the lower 
portion of the legs, and a year later Pospelow described in his patient 
an ulcer on the leg which was in all probability surrounded by an area 
of scleroderma-like change. Gron’s* patient, in 1891, had a similar 
ulceration, and Bronson’s, in 1895, showed white, scarlike lesions and 
ulceration on the dorsa of the feet. Oppenheim was the first to maintain 
that this condition was not true scleroderma, but a sclerosing process 
of the connective tissue and part of the syndrome of idiopathic atrophy. 

These changes occur in about one third of the cases of acrodermatitis 
chronica atrophicans, most frequently on the lower part of the leg and 
dorsum of the foot. According to Oppenheim, they are rarely seen on 
the forearms and other parts of the body. They vary in severity and 
appear in the milder cases as lesions covered by slightly stretched skin, 
moderately infiltrated and showing a yellowish sheen. In the severe 
cases, the lesions are alabaster-like and firmly indurated and definitely 
resemble true scleroderma. The borders are usually not sharp and fade 
out gradually into reddish-blue atrophic skin through which the veins 
are visible and prominent. In many instances they are complicated by 
torpid ulcers. Jessner and Lowenstamm observed twenty-three cases 
of scleroderma-like changes in forty-three cases of acrodermatitis 
chronica atrophicans in which the lower extremities were involved. In 
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the same group, eight cases were further complicated by ulceration. 


Oppenheim observed similar ulcers in five of thirty cases of acro- 


dermatitis chronica atrophicans. They occurred usually on the ankles 
or the dorsa of the feet and almost always in the sclerosed rather than 
the uncomplicated atrophic areas. They were round or irregular and 
sharply defined and often became large. The edges were not under- 
mined, but thickened and fibrous. They presented a glazed base, with 
abundant secretion, and showed little tendency to healing. It was impos- 
sible to differentiate them from ordinary varicose ulcers. 

Histologic examination of the scleroderma-like lesions shows that 
there are sclerosis and homogenization of the connective tissue bundles, 
with massive plasma cell infiltrate, obliteration of the papillae and, sur- 
prisingly, partial preservation of the elastic tissue in the upper portions 
of the corium and around the vessels. 

It was Oppenheim’s opinion that this process was not true sclero- 
derma, on account of the clinical observation that the lesions were 
present in atrophic areas and because the histories indicated that the 
atrophic process preceded the secondary change in all cases. He felt 
that clinical differentiation was possible in most cases. 

4. Arthritis Deformans and Atrophy of Bone—Changes in the 
joints, in the form of deforming arthritis most commonly affecting the 
hands, were first reported by Jessner and Lowenstamm in 1924, who 
observed nine examples in their group of sixty-six cases. They also 
cited cases of Nobl, Mierowsky and Birnbaum. In these nine patients 
the joints of the shoulders, hands and feet were thickened, the configura- 
tion was lost and, in two cases, the joints were immovable. Although 
realizing that arthritis was not a rarity in old people, they felt that it 
occurred frequently enough in association with acrodermatitis chronica 
atrophicans to be considered more than a coincidence. In 1931 Hovel- 
born *° considered the previously reported cases and described another 
patient, aged 26, who had acrodermatitis chronica atrophicans of both 
hands, arms and thighs associated with dilatation of the capsular liga- 
ments, atrophy of bone and subluxation of the heads of the bones in 
the hands. This differed from the previous reports, which had 
described as the usual occurrence shrinking of the articular capsule with 
limitation in the movements of the affected joints or even ankylosis. 
Oppenheim stated that he had observed arthritis deformans neither in 
his early cases nor in the thirty cases which he had seen in the preceding 
ten years. 

Atrophy of bone in conjunction with acrodermatitis chronica 
atrophicans was first reported by Jessner in 1924, who observed the 


20. Hévelborn, C.: Gelenkveranderungen bei Akrodermatitis chronica atrophi- 
cans, Arch. f. Dermat. u. Syph. 164:349, 1931. 
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condition in a patient 49 years of age, who had scleroderma-like changes 
on the ankle and dorsum of the foot. The toes were swollen and 
cyanotic and roentgenograms showed high-grade atrophy of the bones 
of the toes. In his first studies Jessner found atrophy of bone in six 
of eight cases. In a later report he and Lowenstamm found the condi- 
tion in ten of seventeen cases studied, and stated that it was found 
usually where the skin was thinned and atrophic, rather than in the 
areas of scleroderma-like change. Jessner believed that this observation 
was evidence that acrodermatitis chronica atrophicans was a general 
rather than only a local disturbance of the skin. 

5. Atrophy of Mucous Membranes.—Involvement of the mucosa in 
this condition is an extreme rarity. Oppenheim stated that Finger, 
Ehrmann, Falkenstein and Kogoj did not mention the condition and 
that in his last thirty cases he had not observed any such involvement. 
In 1897, Hlawsche * demonstrated to the Moscow Dermatological 
Society a definite atrophy of the tongue in a patient 19 years of age, 
who also had diffuse atrophy of both upper and lower extremities. 
Holder,”? in 1899, observed atrophy of the vaginal mucosa associated 
with diffuse involvement of the lower extremities, dorsa of the hands 
and elbows. In 1924 Jessner and Lowenstamm reported one case with 
involvement of the larynx and another with the buccal mucosa affected. 

6. Macular Atrophy with Ballooning.—lIn contrast with the number 
of cases of diffuse idiopathic atrophy, the macular type is relatively 
infrequent. The first references to the latter form were made by Pel- 
lizari,*' Thibierge ** and Jadassohn.*'  Pellizari’s case was reported in 
1884 as erythema urticatum atrophicans. Thibierge’s patient was a girl 
25 years of age, who presented round plaques on the cheeks and scalp. 
The case was first reported in 1891 as “‘atrophodermie érythémateuse 
en plaques 4 progression excentrique,” but it was decided after long 
observation that the disease was lupus erythematosus. Jadassohn’s case, 
which was reported in 1892, occurred in a 23 year old patient, and was 
characterized by a diffuse atrophy of the hands and irregular atrophic 
macular lesions of the arms. He named the condition “anetodermia 
erythematodes.” Oppenheim reviewed the literature in 1906 and stated 
that there were two types of macular atrophy, one which began and 
remained macular throughout its course and the other which was asso- 
ciated with the diffuse type. Jessner later reported this association in 


twelve of sixty-six cases. In 1910 Oppenheim further described saclike 
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formation or ballooning as an end-stage of macular atrophy. He 
believed that the macular type of atrophy was a chronic progressive 
disease showing stages of erythema and infiltration, atrophy and the 
end-stage mentioned. The only true cases were those which followed 


this course, appearing alone rather than following some other cutaneous 
disease. trophic areas, which are not true macular atrophy, may fol- 
low syphilis, lichen planus, lupus erythematosus and pyogenic infections. 


The histopathology is similar to that of the diffuse type, with diminu- 
tion of the epidermis, rarefaction and degeneration of the connective 
tissue, loss of elastic tissue and infiltration into the corium in the well 
developed lesions and, according to Oppenheim, deposits of fat in the 
corium in the end-stage of ballooning, where normally it is not seen. 

7. Other Observations —Other diseases occurring in association with 
acrodermatitis chronica atrophicans are occasionally observed and will 
not be taken up in detail. 

Kenedy,'* in 1921, reported localized amyloidosis in a woman aged 
56, who also had diffuse atrophy of the lower extremities from the toes 
to the inguinal regions. The lesions appeared as round or oval papules 
from 0.5 to 2.5 cm. in diameter, of soft consistency and were distributed 
about equally on each leg. Stains for amyloid were positive. No gen- 
eralized amyloidosis was found. Kenedy cited four cases which were 
reported by Torok in 1910, which made one think of amyloidosis, but 
in which sections were not stained for amyloid. 

In 1923, Lomholt ** reported the association of acrodermatitis 
chronica atrophicans and melanosis of the skin in a patient 72 years of 
age. In the same year Jordan and Romeikowa ** reported similar 
observations in a woman aged 39, who presented diffuse atrophy of the 
lower extremities of fifteen years’ duration. The dorsa of the feet were 
dark brown, while the palmar and plantar surfaces and nails were yel- 
low. Yellow pigmented foci were also observed on the soft palate. 

Jessner ** reported the interesting occurrence of multiple xanthomas 
in a woman aged 47, who had diffuse atrophy of the lower extremities 
for six years, with scleroderma-like changes and ulceration about the 
ankles. This patient also presented a tumor of the elbow which was 
excised and shown to be fibroxanthosarcoma histologically. There was 
no diabetes or hypercholesteremia. The xanthomas had appeared on 
the legs five years after the onset of the atrophy. 

Jessner and Léwenstamm also reported acrodermatitis associated 
with syphilis in two cases, with tuberculosis cutis in four, with nevus 


24. Lomholt, S.: Akrodermatitis mit Melanose, Zentralbl. f. Haut- u. 
Geschlechtskr. 8:252, 1923. 

25. Jordan, A., and Romeikowa, E.: Ueber einen Fall von Acrodermatitis 
chronica atrophicans und Melanodermie, Dermat. Ztschr. 39:193, 1923. 
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flammeus in one and with psoriasis and lipoma. Carcinoma and sarcoma 





have also been noted with the disease. 








REPORT OF CASES 





Case 1.—Acrodermatitis chronica atrophicans with fibrous nodules, arthritis 
deformans, atrophy of bone, ulnar bands, atrophy of the mucous membrane, 






sclerederma-like changes and ulceration. 






G. N., a white woman, aged 56, first seen in February 1932, stated that her 
skin was apparently normal until fifteen years previously. At that time the skin 
of the hands became red and swollen, and the process gradually extended up the 
forearms to the elbows and appeared similarly on the knees, progressing up the 
thighs and down to the ankles and back of the feet after an unknown length of 
time. About ten years before examination she noticed that her tongue became 








extremely dry and began to burn and that “warts” appeared over its surface. 
Approximately five years later she observed hard, shotty lumps over the lower 
They remained stationary in 











part of the spine and over both hips and elbows. 












Fig. 1—UlInar band and a fibrous nodule in the regicn of the elbow. 






size and did not increase in number. About the same time a deformity of the 
right hand and both feet appeared without definite symptoms. The left hand had 
been involved in the same manner only for the past year. She was seen by 






physicians three years previously, at which time she was given injections for 





varicosities of the lower extremities. The only symptom referable to the skin 






was increased sensibility to cold. 






Physical examination revealed a slender, frail, white woman, whose hands 






and feet were severely deformed to the point of being almost useless. The fingers 
were hyperflexed toward the palm at an angle of 90 degrees. All the toes were 
similarly affected except the great toes, which were hyperextended. The joints 
of the wrists and fingers, however, were freely and painlessly movable. Figures 







1 and 2 illustrate the deformities. 





The skin of the upper and lower extremities, buttocks and sacral region was 





extremely thin, cyanotic red and transparent. The sites of most intense involve- 





ment were the dorsa of the hands and feet, knees and elbows. 






Over each elbow were three firm, subcutaneous, yellowish-white nodules, vary- 
ing from 1 to 2 cm. in diameter, only slightly movable and apparently fixed in the 






subcutaneous tissue. Five similar though smaller nodules were found approxi- 






mately in the midline in the sacral region, and several identical ones were pal- 
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pated on the lateral surfaces of the thighs over the hip joints. A few firm nodules, 
0.5 cm. in diameter, were felt in each palm. 

On the medial border of each forearm, extending from the elbow to the wrist 
joint, were firm fibrous bands, from 2 to 3 cm. in width, fixed to the overlying 
skin and cyanotic red. 

There were plaques on the extensor surfaces of both ankles which were defi- 
nitely indurated and scleroderma-like. There was a round, granulating ulcer 
about 3 cm. in diameter over the left external malleolus. 

Examination of the nose showed typical atrophic rhinitis. The dorsal surface 
of the tongue was smooth and entirely devoid of papillae, but there were three 
papilloma-like lesions over the surface averaging 0.5 cm. in diameter. The remain- 
der of the mucous membrane lining the oral cavity appeared to be normal. The 
mucous membrane of the vagina showed no conclusive changes. There was a third 


degree prolapse of the uterus. 














Fig. 2.—Arthritis deformans and intense atrophy of the dorsum of the hand. 


The remainder of the physical examination gave essentially negative results. 
The heart, lungs and abdominal viscera were apparently normal. 

Examination of the blood and urine showed no significant deviations from the 
normal. The Wassermann and Kahn tests were negative. The basal metabolic 
rate was plus 15 per cent. 

Roentgenograms of the hands showed the marked deformity with the appear- 
ance of a deforming arthritis, which was greatest at the metacarpophalangeal 
joints in each hand. There appeared to be a uniform narrowing of the cartilage 
of these joints, as well as of the interphalangeal joints. The bones of the hands 
and wrists were definitely, uniformly decalcified, signifying a moderate degree 
of atrophy of bone. The conclusion was atrophic arthritis with deformity. Both 
feet also showed a distinct but less intense deformity. A diffuse decalcification 
was also noticed here, but no definite arthritic changes. Roentgen examination 
of the skull demonstrated no abnormalities of the sella turcica. 

Biopsies were made from an ordinary atrophic area, a fibrous band and the 
mucous membrane of the tongue. The tissues were fixed in a 70 per cent solu- 
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tion of alcohol, embedded in paraffin and stained with hematoxylin and eosin and 
by the Van Gieson and Weigert methods. 

In sections from an atrophic area near the right knee, stained with hematoxylin 
and eosin, the changes in general agreed with those reported by other observers. 
The thickness of the epidermis was greatly diminished, to two to three layers of 
cells in certain areas. The stratum granulosum was present and there was no 
hyperkeratosis. 


The connective tissue of the corium was homogenized and stained poorly in 
some areas, and the dilated vessels were surrounded by an infiltrate made up 
predominantly of lymphocytes. Plasma cells were only occasionally seen. Rem- 
nants of sweat glands were observed in the deeper portions of the corium, though 


no sebaceous glands were found. 


Fig. 3—Section through an ulnar band, showing heavy collagen bundles, inter- 
spersed with inflammatory infiltrate. 


In the sections stained by the Weigert method, there was noted a disturbance 
in the arrangement and texture of the elastic fibers, although there was no appre- 
ciable destruction. The fibers consisted of small thickened bits, and the normal 
Wavy appearance was lacking. 

In the sections prepared with Van Gieson staining the collagen was shown to 
be nearly. normal, although the staining was somewhat fainter than would be 
found in skin taken from the same area in patients of the same age without 
atrophy. 

The biopsy of the ulnar band on the left forearm showed it covered by atrophic 
skin similar to that previously described. The tissue composing the fibrous band 
was situated deep in the corium and extended to the subcutaneous fat. The band 
was made up of greatly hypertrophied connective tissue bundles which gave to 
the section a ropy appearance. This distinct thickening was also noticed in the 
walls of the vessels in the affected portion, many of the small arteries having 
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tremendously thickened walls. Here and there throughout the band were rather 
large foci of infiltrate made up largely of plasma and round cells. From these 
foci strands of infiltrate penetrated between the nearby bundles. The infiltrate 
caused a break in the continuity of the bundles, but there were no abscesses. It 
was most dense at the lower portion of the band. The subcutaneous fat, in spite 
of the heavy band, was present in what might be called normal amount. The 
histologic changes were not unlike those seen in the juxta-articular nodes occa- 
sionally encountered in syphilis. 

The differential stains showed a complete lack of elastic tissue in the band, 
which was apparently made up of hypertrophied connective tissue. Our conclu- 
sion was that the fibrous bands, occurring in a patient with acrodermatitis chronica 
atrophicans, were keloid-like thickenings of the connective tissue, situated subepider- 
mally and marked by the same changes which one might note in a like process 
due to other causes. 

One small papillomatous lesion from the dorsum of the tongue revealed an 
acanthotic epithelium arranged in rugae, with some erosion at the tip. The basal 
line was intact. Immediately beneath the epithelium the tissues were taken up 
entirely with dilated thin-walled vessels, looking precisely like a hemangioma. 
The changes were entirely those of a papillomatous hemangioma. 

At the time of a reexamination in February 1934, the patient stated that the 
process was gradually becoming more extensive, but that all the firm subcutaneous 
nodules had gradually disappeared during the course of two years. At this time 
it was seen that the entire surface of the body, including the face, scalp and trunk, 
was more or less atrophic. The points of maximum involvement were the extremi- 
ties, as was observed in the examination in February 1932. The skin of the face 
was cyanotic red, definitely thinned and wrinkled, and the lips were distinctly 
involved. The skin of the neck, chest and back was appreciably affected, but the 
red color noticed on the extremities and face was lacking. The deformity of the 
hands and feet was the same as on previous examination, and it was noted that 
the palms and soles were erythematous and covered by a thin atrophic epidermis. 
The ulnar bands on each forearm were present and about the same size as for- 
merly. None of the subcutaneous nodules which were palpated before could be 
found. They had apparently disappeared without leaving a trace of their exis- 
tence. The areas of scleroderma-like change had increased in size on both legs, 
until the dorsum of each foot, the circumference of each ankle and the entire 
lower half of the leg below the knee were affected. There was a T-shaped ulcer 
on the left external malleolus, measuring 5 by 5 cm., and a similar round ulcer, 
2 cm. in diameter, over the same area on the right leg. The skin surrounding 
both of the ulcers was infiltrated and of doughy consistency, and the yellowish- 
white surface appeared waxy. 

Examination of the mucosa revealed that here too the process had definitely 
progressed. The condition of the tongue was unchanged, but the buccal mucosa 
and the soft palate appeared extremely dry, reddened and atrophic. The skin 
overlying the external genitalia was also atrophic, and the vaginal mucous mem- 
brane was smooth and thin, without rugae. The third degree prolapse of the 
uterus was the same as on the previous inspection. Laryngoscopic examination 
at this time showed no apparent involvement of the mucous membrane. 


Case 2.—Both diffuse and macular atrophy, with ballooning and fibrous nodule 


formation. 
A. P., a woman, 57 years old, stated that the cutaneous condition appeared 
sixteen years before on the back of the right hand, with redness and slight swell- 
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ing. In the course of time the right forearm to the elbow became involved. The 
left arm and hand remained normal. About ten years previous to examination 
the knees became red and the condition progressed down the legs to the feet, 
Four years before, red spots appeared on both thighs, which later lost all color 
and became saclike and occasionally ballooned out above the surrounding skin. 
Approximately two months before examination, a pearl-white, firm, fibrous nodule 
appeared on the extensor surface of the right leg above the knee. 

The entire course of the disease was symptomatic, and though the patient had 
noticed it, she had never sought medical advice for the condition (she was referred 
from the medical clinic which she visited for advice concerning recurrent epistaxis). 

Physical examination revealed a well developed, well nourished woman. The 
skin of the extensor surface of the right hand and forearm was the site of a far 
advanced diffuse atrophy, increasing in intensity toward the elbow. The left arm 





Fig. 4—Macular atrophy with ballooning, also diffuse atrophy. 


was entirely clear. The legs were involved in a similar process from the knees 
to the toes on the extensor surfaces. The diffuse atrophy and reddish-blue color 
became paler and faded out just above each knee. From this point to the inguinal 
regions bilaterally, there were approximately thirty-five atrophic macular saclike 
areas, varying in diameter from 1 to 3 cm. On the exterior surface of the right 
thigh, 15 cm. above the knee joint, there was a white cutaneous fibrous nodule 
1 cm. in diameter and situated in the center of one of the areas of macular 


atrophy. 

There were no deformities of the joints, scleroderma-like changes or ulcera- 
tion. The mucous membranes of the oral cavity and the vagina appeared to be 
normal. 

Histologic sections were typical of acrodermatitis chronica atrophicans. 

Case 3.—Acrodermatitis chronica atrophicans with scleroderma-like changes. 

I. S., a woman aged 36, stated that five years previously the skin of the 
anterior surfaces of both legs below the knees became purplish red and thin just 
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before the delivery of her twin babies. At that time physicians believed the con- 
dition to be varicose veins. The condition remained about the same until a year 
hefore examination, when the legs began to feel cold and the skin became hard 
ind fixed to the underlying tissues. 

On examination the patient was found to have diffuse acrodermatitis chronica 
atrophicans of moderate degree, but typical, involving the extensor surfaces of 
both legs below the knees. On the extensor and lateral surface of each ankle 
was an area of yellowish-white, fairly indurated tissue strongly resembling sclero- 
derma en plaques situated within areas of atrophy. There was no ulceration. 

CasE 4.—Association of acrodermatitis chronica atrophicans and lichen planus. 

N. N., a man 75 years of age, came to the clinic in May 1933, complaining 
of a generalized eruption which was diagnosed lichen planus. He stated that the 
first attack of the same type of eruption had appeared thirty-five years previously, 
f both hands, the flexor and extensor 


and at that time had involved the dorsa « 
surfaces of the wrists and the extensor surfaces of the legs below the knees. In 
this attack the lesions involuted without treatment but the disease recurred at one 
to two year intervals up to the present outbreak. Simultaneously with the first 
attack of lichen planus, the skin covering the dorsa of the hands became diffusely 
red and swollen, and when the lesions of lichen planus disappeared the patient 
noticed that the skin of the hands had become appreciably thinned and perma- 
nently reddened. He also observed that he could see the “blood veins,” which 
had not before been visible over the extensor surfaces of the hands and wrists. 
The only symptom which was noticed was increased sensibility to cold. 

At the time of the first examination the patient presented typical, angular, vio- 
laceous, flat-topped, waxy lichen planus papules diffusely dispersed over the back, 
hip regions, extensor surfaces of the legs below the knees, dorsa of the hands and 
both extensor and flexor surfaces of the wrists. The dorsa of the hands and the 
extensor surfaces of the forearms about one third of the distance to the elbows 
were diffusely reddened and covered by thin atrophic epidermis, permitting the 
superficial veins to be visualized easily. The upper two thirds of the forearms 
showed no atrophy, but a small area over each elbow was involved in a manner 
similar to that of the hands and wrists. The lower extremities showed no changes 
suggestive of acrodermatitis chronica atrophicans. 

The lichen planus was treated successfully with roentgen therapy and intra- 
muscular injections of bismuth salicylate. At the time of examination in February 
1934, the only remnants of the lichen planus were areas of brown pigmentation, 
but the areas of diffuse atrophy were unchanged. There were no ulnar bands, 
fibrous nodules or areas of scleroderma-like change. 


Case 5.—Acrodermatitis chronica atrophicans and scleroderma-like changes 
with ulceration. 

J. K., a man, 68 years old, stated that the cutaneous involvement appeared 
fifteen years previously, with dryness and scaling of the skin of the ankle. The 
condition remained practically stationary for about five years, and then he observed 
that the skin over the back of the feet became reddish blue and was distinctly 
thinner than it was before, permitting the superficial veins to be seen. The 
redness and thinning slowly progressed up the ankle and finally covered the lower 
half of the leg below the knee. About this time the skin over the left ankle 
became tight and firmer than it had been previously. The patient was unable 
to remember the exact date of onset of this feature of the disease. He noticed 
that the color of the firm area was yellowish white in comparison to the dark red 
of the surrounding thin skin, and that its surface was slightly scaly at times. 
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Approximately two months before he came to the clinic, a round ulcer appeared 
in the central portion of the firm area on the lateral surface of the left ankle. 
The entire course of the disease was asymptomatic. 

The patient gave no history of primary or secondary syphilis. He had always 
been well until the onset of the present illness. He was married; his wife was 
living and well, and four children were also healthy. A fifth child had died as a 
result of typhoid fever at the age of 25 years. His wife had never had a 
miscarriage. 

The patient, on examination, was found to be well developed. The skin over 
the dorsa of both feet and the extensor and lateral surfaces of the lower half of 
both legs below the knees was diffusely reddened and extremely thin and trans- 
parent. Although many small veins were visible, there were no varicosities. 
There was a slight dry scale over the dorsum of the right foot. 

There was an area over the extensor and lateral surfaces of the left ankle, 
extending from the level of the malleoli 10 cm. toward the knee joint, which felt 
firm and indurated and was covered by tightly stretched yellowish-white skin. 
On the lateral surface, about 5 cm. above the external malleolus, there was a 
round superficial ulcer, with a granulating base and with firm fibrous edges. 

The remainder of the physical examination gave negative results. Although 
the Wassermann and Kahn tests were positive there were no signs of syphilis. 
The other portions of the skin showed no involvement. 

The patient was observed over a period of nine months, and owing to the age 
and freedom from stigmas of syphilis he was given only mild therapy with bis- 
muth salts. This treatment did not change the cutaneous lesions on the lower 
part of the legs. The ulcer healed after several months of protective therapy. 


SUMMARY 
The object of this report is to call attention to some of the more 
unusual features of acrodermatitis chronica atrophicans. 
Case 1 illustrated almost universal atrophy of the skin with fibrous 


nodules, arthritis deformans, atrophy of bone, ulnar bands, scleroderma- 
like changes with ulceration and extensive atrophy of the mucous 
membranes of the tongue, mouth and vagina. This involvement of 


the mucosa was most unusual; we were able to find but four cases 
of involvement of the mucous membrane in the literature, none of 
which approached this case in extent. 

Case 2 was interesting because the patient presented both diffuse 
and macular atrophy with ballooning. 

Cases 3 and 5 well illustrated the scleroderma-like changes. The 
latter case was further complicated by ulceration. In these five cases, 
scleroderma-like changes appeared in four, two of which showed 
ulceration. 

Case 4 demonstrated the odd association of acrodermatitis chronica 
atrophicans with lichen planus. 

In conclusion, it may be said that acrodermatitis chronica atrophicans 
is a chronic, progressive disease which begins with inflammation and 
infiltration, goes on to atrophy and is often complicated by degenera- 
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tion or hypertrophic changes, which were well exemplified in this 
series of cases. 

We were unable to determine any etiologic factor, and, as has been 
the common experience in the past, therapy is of no avail. 


ABSTRACT OF DISCUSSION 

Dr. Frep Wise, New York: This disease with the long name, formerly 
referred to as érythromélie and idiopathic progressive atrophy, has always been 
a source of great interest to me. In New York, with its large foreign popula- 
tion, one sees acrodermatitis atrophicans almost exclusively in the foreign-born. 
I can recollect only one patient, in my experience, who stated that he was a 
native of the United States. Were any of Dr. Sweitzer’s patients American-born? 

An interesting aspect of the disease is the controversy regarding the occur- 
rence of true scleroderma. Oppenheim and Ehrmann emphasized the fact that the 
changes resembling scleroderma are not in reality true scleroderma; they con- 
tended that the changes in the elastic tissue and the peculiar aspect of the edema 
in the corium differ markedly from those occurring in true scleroderma; they 
referred to the clinical appearance as “sclerodermoid.” This hardening of the 
tissues occurs in skin which has already undergone primary atrophy—a consecu- 
tive process foreign to scleroderma. Fibroid formations and boggy tumors are 
not infrequently encountered in acrodermatitis atrophicans. Ketron, more than 
twenty years ago, described a classic case of fibroid formations. 

With reference to changes in the bones, the fact that they might occur in some 
cases seems to point rather strongly to the possible relation, from the pathogenic 
standpoint, to scleroderma itself. I recall the patient described a few years ago 
by Williams, a girl with scleroderma en bandes, associated with pronounced 
osseous disease of the legs. Lesions of the buccal mucosa should be borne in 
mind; I have been remiss in this respect, in failing to pay special attention to 
oral lesions in these patients. 

Ulcerative lesions of the bound-down skin of the ankles are not uncommon. 
Squamous cell cancer in this region has been reported. I presented one patient 
who had a lesion of the ankle which proved to be sarcomatous. 

A number of instances of unilateral involvement of the disease have been 
reported. I expect to demonstrate such an example at the clinical session. 

Dr. Joun H. Stokes, Philadelphia: Pautrier’s clinic in Strasbourg is a 
center for the observation and study of this disease, and Pautrier believes that 
Alsace-Lorraine is an actual endemic focus for the disease. In two days, during 
my last visit there, three new cases were entered, one of them showing marked 
involvement of the face. 

Dr. JosepH V. KLaAuper, Philadelphia: In a study of patients with acro- 
dermatitis chronica atrophicans I should advise investigation of the creatine and 
creatinine metabolism. It may suggest means of treatment. I have reference to 
a disturbance of the creatine and creatinine metabolism in patients with various 
types of muscular dystrophy and the beneficial effect from the administration of 
glycine or glutamic acid. At times one or the other type of atrophy of the skin 
is associated with muscular dystrophy, for example, acrodermatitis chronica 
atrophicans and poikiloderma. It has been shown that there is a disturbance of 
creatine and creatinine metabolism in patients with dermatomyositis, and the latter 
disease may be associated with disturbances of the skin similar to the milder 
types of poikiloderma. In accordance, therefore, with the results of an investi- 
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gation of the disturbance of creatine and creatinine metabolism in the muscular 
dystrophies, it is pertinent to study such metabolism in patients with atrophy of 
the skin, especially with associated muscular dystrophy. If a disturbance of 
creatine and creatinine metabolism is present, glycine or glutamic acid should 
be administered. 

Dr. Harry E. ALpErson, San Francisco: An experience I have had recently 
with a middle-aged woman with bilateral lesions of this character on the lower 
extremities may be of interest. A year ago Dr. Reichert, of Stanford University 
Medical School, gave her four injections of 95 per cent alcohol paravertebrally. 
Within a short time the feet, which were cold and clammy, became warm and 
dry and have remained so all year except on one side, where it seemed necessary 
to give another injection. This relieved the condition. The tibial bands became 
softer and the patient was much more comfortable. Although it was a painful 
procedure, when one leg began to bother her again she was willing to have 
another treatment. 

Dr. J. GARDNER Hopkins, New York: In relation to the osseous changes, 
will Dr. Sweitzer tell us whether they were primary or secondary to other 
changes ? 

Dr. S. E. Sweitzer, Minneapolis: Two of our patients were foreign-born 
and three were American-born. Dr. Wise and I are in agreement regarding 
scleroderma-like changes. We came to the same conclusion as Oppenheim, that 
it is not true scleroderma, but scleroderma-like. I regret that I did not see 
Dr. Ketron’s paper. 

The osseous changes, I think, come rather late in the disease, and I believe 
they are secondary, but I am not certain about that. The object of the whole 
discussion was to bring out the rather unusual changes that one may look for when 


one sees one of these cases. 





PELLAGRA IN INDIA 


REPORT OF A CASE 


G. PANJA, M.B. (Catcutta), D.B. (Lonpon) 
Assistant Professor of Bacteriology, School of Tropical Medicine 


CALCUTTA, INDIA 


Pellagra is rare in India. During the last twelve years I have seen 
only two cases, both in Hindu widows more than 40 years of age. The 
first case, which was seen about two years ago, manifested the three 


typical groups of symptoms: cutaneous, gastro-intestinal and nervous. 


The patient died of the disease in spite of treatment by vitamins and 


arsenic. The second case was seen recently. 


REPORT OF A CASE 


Mrs. G., aged 60, had the disease for one year. She showed the three groups 
of symptoms. The dorsa of the hands and feet and the backs of the elbows were 
thickened, darkly pigmented and somewhat scaly. There was a zone of advancing 
redness round the pigmented areas. There was no disturbance in sensation. The 
patient had ulcers in the floor of the mouth, and salivation was so profuse that 
she could not sleep at night and had to keep a spittoon by her side. Anorexia was 
marked. The patient was weak. The blood pressure was 105 systolic and 80 
diastolic, and the pulse rate 100 per minute. The knee jerks were exaggerated, 
but there was no extensor plantar response. There was a history of dysentery. 
The patient’s husband died about two years previous to the present writing. The 
patient used to take wheaten flour every night, as is customary among orthodox 
Hindu widows. 

The blood picture showed: red cells, 4,250,000 per cubic millimeter; white cells, 
9,200, and hemoglobin, 80 per cent. A differential count showed: polymorphonu- 
clear neutrophils, 40 per cent; lymphocytes, 45 per cent; large mononuclears and 
transitionals, 14 per cent, and eosinophils, 1 per cent. The Wassermann reaction 
of the blood was negative. 

No abnormalities of the stool were seen on microscopic and cultural exam- 
inations. 

Treatment consisted of tonic mixtures, strychnine, digifolin, a yeast preparation, 
arsenic, a diastase preparation and atropine for salivation, which were continued 
for from four to five weeks without any benefit. Externally calamine liniment, 
salicylic acid with sulphonated bitumen, tar and zinc oxide were used. The condi- 
tion of the skin became worse, and the lesions spread over the entire area of the 
arms and ankles. Asthenia increased, and salivation did not improve. While this 
treatment was being carried out, ultraviolet exposure was given to the mouth. 
Injections were given in the following order: intravenous injections (0.5 and 0.75 
Gm.) of sodium thiosulphate; an intramuscular injection (5 cc.) of the patient's 
own blood; two intramuscular injections of a liver extract, and three intravenous 
injections (0.15 Gm.) of the amine salt of para-amino-phenyl-stibinic acid. After 
three injections of the liver extract, diarrhea started, and treatment with the drug 
had to be stopped. There was no improvement, and the condition became worse. 
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I then decided to try injections of fresh whole blood from a healthy young man 
with the idea that the deficiency which caused the pellagra might be corrected or 
the toxins neutralized by the blood of a healthy person. Altogether five injections 
were given intramuscularly, the doses varying from 4 to 7 cc. once a week. After 
two injections, the condition of the skin began to improve; the redness, scaliness, 
edema and pigmentation disappeared completely after five injections. When last 
observed the skin was normal. There was no salivation; all of the sores in the 
mouth were healed, and the patient slept well. The blood pressure was slightly 
higher than before (from 115 to 118 systolic), and the asthenia had largely dis- 
appeared. Nearly four months after the symptoms disappeared there had been no 
relapse. 

COMMENT 

I have reported this case because I believe that heterohemotherapy 
cured the patient of pellagra, but as I have treated only one patient 
with success and have little hope of getting more cases for further trials 
and confirmation of my belief, I appeal to my colleagues to try this 
treatment. Thirty thousand deaths for the southern part of the United 
States were recorded by Harris in 1933." I lost my first case of pellagra 
and without this treatment should also have lost the second one. This 
simple method may save thousands of patients in America and certainly 
deserves a trial in localities in which pellagra is prevalent. If hetero- 
hemotherapy fails, it may be advisable to try the effect of a combined 
liver and blood therapy. 


Note.—A notation made on Dec. 5, 1934, said that Mr. G. was still free from 
all symptoms of pellagra. 


1. Harris, L. J.: The Significance of Vitamins in Practical Experience, 
Brit. M. J. 2:367, 1933; 2:665, 1933. Hoffman, F. L.: Deaths from Pellagra, 
ibid. 2:623 and 943, 1933. 





A NEW IMMUNOLOGIC REACTION FOR THE 
DIAGNOSIS OF LYMPHOGRANULOMA 
INGUINALE 


PRELIMINARY REPOR1 


FREDERICK REISS, M.D. 


SHANGHAI, CHINA 


The occurrence of lymphogranuloma inguinale and the group of dis- 
eases caused by the same virus are no longer a rarity in China. With the 
aid of Frei’s reaction one has no difficulty in diagnosis. Characteristic 
histologic changes have also been observed. Although I have nothing 
to say against the reliability of Frei’s reaction, in a few instances I have 
met with difficulties in obtaining and preparing the antigen and in occa- 
sional instances I have observed failure of the antigen. The antigenic 
property was sometimes missing in the pus of a person with a clinically 
evident case, a fact which has also been confirmed by Nicolau and 
Bancini. 

It was therefore my endeavor to find a method which would replace 
or complement the Frei test. 

Gottlieb spoke of the action of the serum of patients convalescing 
from lymphogranuloma. I have tried to reexamine this problem from 
another point of view. I do not doubt the existence of antibodies ; this 
has been confirmed by Ravaut and Levaditi, and it is a well authenticated 
fact that the mixture of serum from convalescent patients with Frei anti- 
gen neutralized the Frei reaction. Knowledge of this is of diagnostic 
importance in certain cases. If one assumes that the serum of con- 
valescent patients contains the antibodies from the third to the sixth 
month, it can also be taken for granted that there is a period before the 
production of the antibodies when antigenic substances circulate in the 
blood. Starting from this idea, I have investigated the blood serum of 
patients with lymphogranuloma in the second or third week of illness, 
while there was still apparent activity of the disease on the antigenic 
action. For the time being I have disregarded the problem of whether 


the antigen is attached only to the plasma or to the blood corpuscles 


in addition. 


From the Clinic for Skin Diseases and Syphilis of the National Medical 
College. 
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TECHNIC AND ORDER OF THE EXPERIMENT 

Blood was taken from patients with clinically typical cases verified by a positive 
Frei reaction. The serum was separated, mixed with a 0.5 per cent solution of phenol 
and kept in the icebox. Before the test was attempted the serum was proved 
to be sterile culturally. The experiment was carried out in only six cases, but 
the results were so uniform that | have decided to publish them. On each 
patient tests were made with the following preparations: (1) the control a 0.5 
per cent solution of phenol in physiologic solution of sodium chloride; (2) the 
Frei antigen; (3) a mixture of 0.05 cc. of Frei antigen with 0.05 cc. of blood serum 
from a patient with lymphogranuloma inguinale (injected intradermally), and (4) 
0.1 cc. of blood serum from a patient with lymphogranuloma inguinale (injected 
intradermally ). 

RESULTS 

Observations on the reactions revealed that: 1. The reaction to the 
control solution is negative. 2. The Frei antigen produces a typical 
infiltrated papule the size of a pea with an erythematous area as large 
as 1 cm. in diameter. 3. The mixture of Frei antigen and serum causes 
a somewhat increased reaction as compared with the Frei antigen alone. 
4. The reaction to the serum is similar to that to the Frei antigen, i. e., a 
distinct papule with an erythematous zone. 

The reaction to the serum reaches its height in forty-eight hours 
and disappears in from eight to ten days. Control experiments of the 
same order carried out on a number of patients (syphilitic and rheu- 
matic) have always given negative results. 

From these observations it appears that the blood serum of patients 
with lymphogranuloma has antigenic properties. The increased reaction 
to the combination of antigen and serum is probably an accumulative 
effect. 

CONCLUSIONS AND SUMMARY 

It has been shown that the serum of patients with lymphogranuloma 
inguinale has antigenic properties. 

A new immunologic reaction for the diagnosis of lymphogranuloma 


inguinale based on the antigenic properties of such serum is reported. 
The absence of antibodies in the serum is evident, because when the 
serum is combined with the Frei antigen, instead of neutralization an 


increase in the reaction has been observed. 





THE “MEMBRANE METHOD” FOR DETERMINING 
THE FUNGICIDAL ACTION OF CHEMICALS 


ITS CLINICAL IMPLICATIONS 


HERMAN SHARLIT, M.D. 
NEW YORK 


In 1931, in collaboration with Dr. E. Muskatblit, I offered a pre- 
liminary report on a newly conceived method for the determination of 


the fungicidal property of chemicals. 


In place of the usual procedure for effecting fungistasis by the direct con- 
tamination of growth mediums with the chemicals to be tested, or of that for 
effecting fungicidity by the momentary immersion of fungus masses in solutions 
of these chemicals, we incorporated the chemicals in collodion and lined culture 
tubes with a thin film of the collodion which had been thus impregnated. After 
this film of collodion had thoroughly dried, the culture medium was poured into 
the tube and allowed to solidify in a slant. The surface of the medium was then 
seeded with a fungus mass and the culture allowed to grow at room temperatures. 
Under these conditions the chemicals to be tested were, at the outset at least, 
brought into touch with the medium only at its surface of contact with the film 
of collodion lining the tube. This procedure was varied by coating the upper half 
of the tube only with a membrane of collodion and by carefully pipetting the 
medium past this membrane into the lower half of the tube, so that on solidification 
the medium had no point of contact with the membrane and its contained chemical. 

Five organisms (Aspergillus niger, Microsporon lanosum, Epidermophyton 
inguinale, Trichophyton gypseum and Achorion quinckeanum) were employed in 
our experiments. Proper experimental controls showed (1) that with procedures 
similar to those just described but with the use of collodion or of flexible collodion 
which in no wise had been chemically contaminated, the growth of the fungus 
was not inhibited or delayed, and (2) that the slight contamination of the medium 
through the probable washing out of a small amount of the chemical from the 
membrane as the warm fiuid medium was poured into the tube previously lined 
with the chemically impregnated membrane was not responsible for the fungistasis 
and fungicidity which were subsequently demonstrated. 

In our experiments the collodion was medicated by the addition of the following 
chemicals or mixtures of chemicals in 1 per cent concentrations: (1) tetraiodo- 
methenamine, (2) thymol, (3) a mixture of tetraiodomethenamine and thymol, 


Read at the Fifty-Seventh Annual Meeting of the American Dermatological 
Association, Inc., New York, June 9, 1934. 

From the chemical laboratory of the Beth Israel Hospital, and the Depart- 
ments of Dermatology of the Beth Israel Hospital, and the New York University, 
University and Bellevue Hospital Medical College. 
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(4) iodine, (5) salicylic acid, (6) benzoic acid, (7) boric acid, (8) Arning’s 
tincture! and (9) sodium chloride. 

When the tubes were completely lined with collodion, the last two medicaments 
had no influence on growth; boric acid delayed growth and all the other substances 
completely inhibited the growth and acted to some extent as fungicides of alli of 
the pathogenic organisms used in the tests. A. niger, however, exhibited its 
superior vitality by responding to thymol alone, and only in the inhibition of its 
growth. 

When only the upper half of the tube was covered with a membrane of 
collodion, so that no point of contact existed between the medium and the mem- 
brane, thymol alone inhibited growth. If the amount of the chemical available 
in the film which lined the test tube is considered as 5 mg., the portion of the 
film covered by the medium, in the cases in which such contact was necessary 
for the production of fungistasis and fungicidity, as 25 per cent, and the amount 
of the medium used, as 10 cc., the maximum proportion of the contaminant in 
relation to the medium was approximately 1:10,000. With the usual methods 
for the contamination of the medium or for the dipping of a fungus mass in a 
solution of the chemical for the purpose of determining the fungistatic or the 
fungicidal action of the chemical, a concentration of salicylic acid, for example, 
as high as 1:50 or 1:150 was required to furnish an inhibiting environment. 
Though we withheld the chemical from the fungus mass and refrained from de ib- 
erately contaminating the medium with it, we effected fungistasis and fungicidity 
by the use of a concentration of the chemical which did not exceed, in terms of 
the relation to the medium, 1: 10,000. Our preliminary report stopped short of 
explaining this paradoxic phenomenon in which the higher dilution of a chemical 
is a more efficient fungicide than is the lower. 


Evidently the effects of the use of these medicated membranes result 
from their penetration into the body of the medium or from their 
presence on its surface. Any other mode of influence is incomprehensible. 

Since thymol alone was an effective fungicide when incorporated 
in an “upper half membrane,” that is, when used in the tubes in which 
no contact between the membrane and the medium existed, I determined 
the mode of its passage from the membrane to the medium by the 
following procedure: 


A satisfactory technic was devised for identifying the presence of thymol in 
water when in the proportions of 8: 10,000. The upper half of each of a series 
of culture tubes was lined with a membrane containing thymol in a concentration 
of 5 per cent, and into each tube 10 cc. of distilled water was carefully pipetted, 
so that at no time did the water touch the membrane. These tubes were plugged 
in the usual way and allowed to stand at room temperature. At the end of five 


1. The formula for Arning’s tincture is as follows: 


Gm. or Cc. 
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FE 6. ba xed bia eens wed Samoa 3.6 
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Alcainat (95 per Cut) onc cccsivcccscccscsse Bae 
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minutes, 2 cc. of water from the first tube was carefully removed by a pipet and 
tested for the presence of thymol. At the end of each successive five minute 
interval, the water of another similarly prepared tube was tested for the presence 
of thymol. 


At the end of twenty minutes, the first positive result was obtained. 
Further tests indicated that thereafter the concentration of thymol 
in the water steadily increased—a simple and conclusive test that thymol 
rapidly volatizes from a collodion membrane and settles on the surface 
of the fungus mass and of the medium to effect the results recorded in 
our studies. 

To demonstrate, likewise, that the chemicals which produced 
fungistasis and fungicidity when the medicated membrane was in 
immediate contact with the medium also left the membrane, the fol- 
lowing experiments were carried out: 


Into a culture tube placed upright in a rack, melted agar medium was poured 
until the bottom of the tube was filled for a distance of %4 inch (1.27 cm.). The 
agar was allowed to solidify. In this solid base was gently fixed a glass stirring 
rod, % inch (0.64 cm.) in diameter, in such a position that the rod occupied the 
center of the cylindric space of the test tube and was parallel to the sides. Then 
into the rod-containing test tube, enough melted agar was poured to fill one-half 
the tube, and with the rod in place the newly added agar was allowed to solidify. 
After solidification the glass rod was removed, leaving a bore one-fourth inch in 
diameter extending through the center of the agar to within one-half inch of the 
bottom of the tube. Into this cylindric space was gently pipetted a hypertonic 
solution of 10 per cent ferric chloride. 


Within five minutes this cylindric liquid core began to swell; in 
a few hours it occupied several times its original volume, and it finally 
produced tearing and splitting of the medium. Evidently the molecules 
of water in a so-called solid medium are as active as in a perfect solution 
and as free to respond to the diffusion forces operative between two 
solutions in contact which contain different concentrations of the same 
solutes. 

Still another possible mode of approach of the chemical to the 
implanted fungus required investigation. It appeared possible that water 
of condensation at the surface of contact between the medium and the 
collodion film might dissolve out the chemical from the film. Through 
capillary forces the solution might then work its way to the surface of 
the medium, inundate the implanted fungus mass and so destroy it. 
This possibility was ruled out by the following experiment: 


As in the method previously described, tubes were lined with films of collodion 
containing salicylic acid and the medium poured into the tubes in such a way as 
to contain a central one-fourth inch bore. Into this bore was again carefully 
pipetted a 10 per cent solution of ferric chloride. Ferric chloride, on coming into 
contact with salicylic acid, becomes purple. Therefore, were the salicylic acid to 
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reach the surface of the medium by capillary channels of travel outside the medium, 
it would first appear at the surface of the solution of ferric chloride in the bore 
and produce there the first purplish discoloration. 


This change in color was watched for but was not noted. Instead, the 
swelling of the liquid bore occurred, as previously described, with the 
eventual appearance of purple spots scattered through the medium at 
the contact of the liquid core and the medium and throughout the depths 
of the medium—a further demonstration that the entrance of the 
chemical into the medium is through the surface of contact of the 
medium and the membrane. 

The physicochemical conditions operating in the fungus experiments 
just described are apparently these: The membrane may be considered 
as a solid solution of a colloid in which the added chemical is the dis- 
persed phase and the collodion the continuous phase. In contact with 
this solid solution is a fluid solution containing none of this dispersed 
chemical. An infinite number of points of contact lie between the 
membrane with its dispersed chemical and the surface of the medium, 
at each of which mobile water is available to draw the chemical sub- 
stance by the forces of diffusion into the depths of the medium. In 
other words, a type or a rate of dispersion of the chemical through the 
medium is effected that apparently cannot be duplicated by the simple 
shaking of an equivalent amount of the chemical into the medium 
when in a liquid state. In short, on establishing a different physico- 
chemical relationship between the chemical and the medium, a different 
biochemical effect ensues. 

I am aware that the passage of the chemical from its colloidal state 
in the membrane into a state of solution in the medium is, so far as 
is known, simply the passage from a colloidal to a molecular state, and 
that this molecular state differs in no wise from that achieved by simply 
shaking the chemical into the fluid medium. 

Since the work of Ehrlich, persistent effort has been directed toward 
correlating the biologic effect and the chemical structure. Chemothera- 
peutic research has followed, for a long time, the line of anticipating 
a similar biologic effect from a homologous chemical structure. Persistent 
failure has driven the biochemist to seek more promising correlations. 
In recent years more and more impressive has become the fact that the 
physicochemical status of interacting forces is of the greatest importance 
in determining the resultant biologic effect. I must confess my inability 
to explain, in these studies on fungicidity, the difference between the 
biologic effect produced by the simple procedure of incorporating a 
chemical in a surrounding film and that produced by introducing it 
directly into the medium. The work reported here has progressed 
beyond that of the preliminary study to the extent of establishing 
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the fact that the observed phenomena are produced by the passage of the 
chemicals in the medium. As a reliable test of the action of the chem- 
icals, the membrane method becomes a genuine and acceptable one 
for testing the fungistatic and fungicidal properties of chemicals. To 
what extent it should displace older methods, only experience can direct. 
What transcends the importance, however, of the mere establishment 
of this method or of its future as a test method is the significance of 
the observed phenomena both to biologic processes generally and to those 
of clinical dermatology specifically. 

The dermatologic implications from these studies are both general and 
specific. The skin, like all tissues, is a semisolid substance. Much of 
its water content is extremely mobile. If the skin is considered as a 
membrane, many substances may readily diffuse into and through 
it, and, as in other organic membranes, the characteristics of such diffu- 
sion processes continue to be maintained so long as the membrane 
remains unchanged. The use of topical remedies in dermatologic practice 
is, in the final analysis, predicated on the supposition that the remedial 
drug penetrates, to some degree, the depths of the skin. The applica- 
tion of a remedy to the skin therefore creates a situation singularly 
comparable to that produced when one surrounds a growth medium 
with a membrane—the medium being skinlike in its semifluid character 
and in its avidity for water-soluble substances, and the film typifying 
a drug dispersed in a menstruum which differs in its physical character- 
istics from those of the skin. Whether the drug penetrates the skin 
in effective concentration depends entirely on the affinity of the drug in 
contact with the surface of the skin for the solvent offered it by the 
skin, namely, water and sebum, and for that offered by the vehicle, 
whether water, oil or grease. Topical therapy, therefore, involves a 
study, not alone of effective agents, but also of excipients. 

Then, too, in the treatment of parasitic infection of the skin, 
the problem arises of seeking out parasitotropic chemicals which are 
diffusible into the skin and which are in concentrations sufficiently 


nonorganotropic to leave unchanged the diffusion properties of the skin 


—that is in concentrations which cause no inflammatory reaction in the 
skin. 

An ideal topical remedy for dermatomycosis, then, calls for the use 
of a chemical which is nonirritating to and readily diffusible through 
the skin, and which is contained in a vehicle that does not impair or delay 
these diffusion properties. Evidence is now at hand to show that 
salicylic acid is ideal in meeting the requirements of a fungicide, and 
horic acid, that of a fungistat. These chemicals diffuse rapidly through 
the skin and readily manifest themselves unchanged in the urine. This 
is not altogether a surprising observation, for, in spite of the repeated 
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failures of laboratory procedures heretofore to establish salicylic acid 
and boric acid as effective destroyers or inhibitors of growth of the 
fungi, clinical experience has stamped with approval the use of boric 
acid dressings for eczematized tinea and the employment of salicylic 
acid salves when the inflammatory reaction is minimal. The present 
studies further emphasize the appropriateness of the collodion men- 
struum. 

The point has been reached, I believe, at which it is agreed that 
the problem of prophylaxis in tinea resolves itself into a matter of daily 
personal hygiene. For this purpose, the use of dusting powders con- 
taining boric or salicylic acid is efficient in theory and will undoubtedly 
prove so in practice. 

As soon as it becomes apparent that in the search for remedies for 
dermatomycosis it is needless to experiment with chemicals which are 
intrinsically tissue irritants, much will have been achieved toward 
standardizing clinical procedures in its treatment. 

The following chemotherapeutic remedies for the various clinical 
types of dermatomycosis have given as satisfactory results as are 
claimed for any of the already advocated chemotherapeutic measures. 


1. For the acute or subacute eczematized forms of tinea: (a) wet dressings 
of a saturated solution of boric acid or (b) a 5 per cent boric acid ointment in a 
hydrophilic base. 


2. For the chronic scaling or exfoliating type of dermatomycosis: (a) Whit- 
field’s ointment ? until a fair amount of peeling has been achieved, followed by (b) a 
5 per cent boric acid salve or dusting powder, as described later. 


3. For the fissured lesions: a preparation containing salicylic acid, thymol and 
tetraiodomethenamine, a 1 per cent concentration of each, in flexible collodion. The 
preparation is painted on once daily. The organic form of iodine as present in the 
last substance is preferable to elemental iodine because it is more slowly released. 
Methenamine may produce minute amounts of formaldehyde, which should be 
serviceable. 

4. For prophylaxis: (a) a dusting powder made up of boric acid 10 per cent, 
salicylic acid 1 per cent and starch 10 per cent, in talc; (b) the collodion mixture 
described in 3, applied to those fissures which appear in the webs of the toes or 
fingers, or on the plantar surfaces at the base of the toes. 


The preparations just mentioned are simple, workable chemical 
remedies, essentially nonirritating to tissues, of preved clinical value 
and of an efficacy now supported by laboratory proof. 

In regard to the general biologic significance of the facts disclosed 
by the membrane method, a word should be said at this time. Although 


2. The formula for Whitfield’s ointment is as follows: 


Salicylic acid 
Benzoic acid 
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no definite explanation of the observations seems now available, a some- 
what ‘serious objection may be raised to the procedure followed in the 
control experiments. The virility of the organisms used was not 
checked; that is, the efficacy of salicylic acid, for example, as a 
fungicide by the usual method of testing, was assumed to be applicable 
as well to the organisms in these tests, if used in the concentrations 
given in the published reports. The findings by previous tests were 
not checked with the organisms used in the present tests. It is still 
possible, though extremely unlikely, that the organisms used in this 
laboratory, although all of them young growths, were of such feeble 
resistance that, had the usual method of testing been simultaneously 
applied, the results of the membrane method would not have been so 
astonishing. It is obvious that control experiments must now be car- 
ried out before the significance of the phenomena observed in connection 
with the membrane method is entirely established. 


ABSTRACT OF DISCUSSION 


Dr. H. H. Hazen, Washington, D. C.: A paper of this type should not be 
allowed to pass uncommended for the large amount of work that has been done. 
I wish to congratulate Dr. Sharlit on the excellent piece of work. 

Dr. HERMAN SHARLIT, New York: I recall distinctly a remark made by Dr. 
Wise yesterday which I think pertinent to the future treatment of dermatomycosis. 
He stated that he was of the impression that 5 cents’ worth of iodine could do 
as much for dermatomycosis as many of the other preparations now in use. I 
agree with this, but I recommend that he buy as well 1 cent’s worth of boric acid 
and 2 cents’ worth of salicylic acid; he can use this 8 cents’ worth of drugs to a 
still better advantage. 





OF MAIZE OIL (UNSATURATED FATTY ACIDS) 
IN THE TREATMENT OF ECZEMA 


PRELIMINARY REPORT 


THEODORE CORNBLEET, M.D. 
WitH THE COLLABORATION OF EarteE R. Pace, M.D. 
CHICAGO 


About four and one-half years ago, one of us (T. C.) became inter- 
ested in the calcium metabolism in eczema, which led to the use of vios- 
terol as a therapeutic agent. We used a special material of high potency 
orally, intravenously and intramuscularly, and controlled the series by 
giving plain maize oil to another group of patients with eczema. Maize 
oil was used because it is the diluent for the viosterol. We found, 
after some time, that the results obtained from the use of the maize 
oil alone were as good as those obtained from the use of viosterol. 
In fact, because we could give larger amounts of pure maize oil alone 
than of maize oil in which viosterol was dissolved, the results with the 
maize oil alone were superior. 

We found that it makes little difference by which route the patient 
receives the oil, so long as adequate amounts are used and the adminis- 
tration is continued for a long enough time. The patients of this series 
received the maize oil by mouth. Our method was to begin with one 
tablespoonful before or after meals, whichever the patient tolerated best. 
The dose was increased gradually until four tablespoonfuls were taken 
three times a day. Some patients preferred to take an equivalent daily 
total amount in one or two doses. We used a specially refined maize 
oil which is less disagreeable to the taste and is tolerated better than 
that bought on the open market. It is less agreeable in warm weather, 
but by taking the oil slightly chilled, it is more palatable. Some patients 
complained about distress, cramping or slight nausea, but this was 
transitory ; temporarily cutting down the dosage always afforded relief. 

Thus far, eighty-seven patients have been treated with the oil with 
gratifying results. A few of the patients had asthma, and this was 
benefited in some as well as the eczema. The improvement seems per- 
manent, and there have been few relapses. A number of patients who 
had had eczema since infancy have remained well for as long as three 
years. 

By eczema is meant the condition generally referred to as allergic 
eczema, exudative and diathetic eczema, Besnier’s prurigo or general- 
ized neurodermatitis. In most of my patients the condition commenced 


From the Department of Dermatology, University of Illinois College of 
Medicine, service of Dr. F. E. Senear. 
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in infancy and continued indefinitely with alternating exacerbations and 
relatively quiescent intervals during which the skin was thickened, 
scaly and pigmented. The usual sites were the face, the neck and the 
flexural folds. This type is often found in persons who have in addi- 
tion, or come from a family with a tendency toward, hay fever and 


bronchial asthma. 

The patients were of all ages past 5 years and for the most part 
were adolescent boys and girls and young adults. They all had eczema 
of severe degree. None was chosen who had not had the disorder for 
at least several successive years. Many had had the condition since 


infancy. We were aware that patients with eczema sometimes improve 
on any regimen that affects the constitution or the environment. 
Many of the patients were therefore placed in the hospital for a period 
of weeks. During this time chemical studies were made and diets and 
standard forms of therapy were tried. Before commencing the use of 
the oil, we made sure that the patient would not recover easily or at 
least not on standard therapy. In a few cases local adjuvant measures 
were used to relieve itching. It was felt that this did not impair the 
value of the studies, because the same measures were previously found 
to afford nothing more than relief from itching, at best a temporary 
improvement. 
COMMENT 


The greatest disadvantage of this form of treatment is the long 
time it requires for permanent results to be established. The aver- 
age time necessary to achieve a clinical cure is from twelve to eighteen 
months. It is helpful to establish an understanding on this point with 
the patient at the beginning. We found no trouble in persuading the 
patients to undergo treatment, even on the basis of an experiment. 
They were eager to accept anything which offered a hope of a cure. 
All the patients came to the clinic at the same time. After a few visits 
they fraternized, and since they met at various stages of improvement, 
the good results in the older patients encouraged the newer ones. This 
proved to be a great mental advantage. 

The cases ran a rather uneven course with frequent relapses. In a 
few instances, at the outset, the condition became temporarily worse. 
After a time there was improvement, then a flare-up, but every setback 
was followed by a corresponding gain, so that in the long run the 
course was steadily upward. The first noticeable improvement was a 
lightening of the color of the skin. It became dead white. Then the 
thickened, lichenified parts became thinner and more supple. The itching 
was sometimes relieved early but did not leave entirely until very late ; 
for the most part the itching was uneven in its severity and frequently 
disappeared suddenly, only to return. The face was usually the first to 
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improve, and the hands and feet, the last. Pigmentation of the affected 
areas remained long after the skin assumed its normal texture. Dryness 
of the skin was frequently complained of. 

It is difficult to evaluate the results of therapeutic trials, because 
they cannot be measured in terms of universal units and in the end are 
based chiefly on individual judgment. Also, eczema is such a capricious 
condition that one can never be sure that improvement did not take 
place because of influences other than the treatment. For these reasons, 
clinical studies of this kind need thorough corroboration. 

Burr and Hansen have been conducting studies on infantile eczema 
and have found that thé clinical condition is a reflection of the unsatu- 
rated fatty acid level of the blood. They have obtained good results 
by administering unsaturated fatty acids to their patients. Following 
their lead, we have been investigating the unsaturated fatty acid level 
of the blood of our patients. The work has not gone far enough to 
permit corroboration of the results of Burr and Hansen, though thus 
far our results are compatible with theirs. 


SUMMARY 


For four and one-half years we have observed favorable effects from 
the use of refined maize oil in chronic eczema which has previously 
resisted treatment. From the work of others and of ourselves we 
believe that the action of maize oil in eczema is probably due to its 


high content of unsaturated fatty acids. We shall include studies on 
the unsaturated fatty acids with the completed clinical report in a later 


paper. 





SPECIAL ARTICLE 


A CENSUS OF MAL DEL PINTO IN MEXICO 


A statistical report has recently been published of the first census of 
mal del pinto in the republic of Mexico. The commission which under- 
took this ambitious work was formed in 1929, under the leadership of 
Dr. Jesus Gonzales Uruefia. The volume of one hundred and seventy- 
one pages, containing detailed statistics, was published by the Depart- 
ment of Public Health.1. The information was obtained partly by public 
health officials and partly by means of a questionnaire sent to practicing 
physicians in the affected areas. 

In spite of great difficulties, which were recognized by the commis- 
sion, information of value was obtained concerning various manifesta- 
tions of the disease and its possible etiology. It was apparently not 
feasible to carry out Wassermann tests on a large scale, which would 
have been of great value, in view of the fact that in this disease the 
incidence of a positive reaction is practically the same as that in the florid 
stages of secondary syphilis and yaws. No mention was made of any 
mycologic examinations, doubtless because a previous special commis- 
sion under the leadership of Dr. Gonzales Herrejon had concluded that 
fungi play no part in the causation of the disease. The contents of the 
volume are summarized in an introduction by Dr. Uruena, from which 
the following extracts were made. 

The region where the disease is endemic is shown by a map to 
include approximately the southern half of the republic. The fifteen 
federal units (fourteen states and one territory) in which the census 
was taken showed a total population of nearly 2,500,000. Of this 
number 270,685 persons, or nearly 11 per cent, were reported to be 
suffering from mal del pinto. The greatest number of cases were 
observed in the state of Guerrero, 23.67 per cent of the population of 
more than half a million being affected. Other states in which the dis- 
ease was most prevalent, were in order of frequency, Oaxaca, Mexico, 
Michoacan, Puebla and Chiapas. 


SYMPTOMATOLOGY 
Reports on the type of the disease gave the following figures: cases 


of the blue type, 67,380, of the white type, 57,277, of mixed types, 
51,731, and of the lead-colored type, 27,281, with a smaller number of 


1. Primer Censo del Mal del Pinto en la Republica Mexicana, 1929-1931, 
Mexico, Departmento de Salubridad Publica-Mexico, 1934. 
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cases of the violet, black, red and yellow types. Although about 7,000 
odd cases were reported as cases of the yellow type, the commission 
mentioned the fact that some observers doubt the existence of this 
variety. 

While the pigmentary changes in mal del pinto always involve the 
skin, the mucous membranes were also affected in 72,873 cases. 

The constant presence of scaling, which had been mentioned by some 
previous writers, was not confirmed. Whereas scaling was present in 
approximately 90,000 cases, it was absent in double that number. 
Greasy scales to which a bad odor had been previously attributed were 
observed in less than one third of the cases reported. 

Itching was present in a little more than one fourth of the cases, the 
commission considering it difficult to judge whether this symptom could 
be ascribed to mal del pinto or other concomitant diseases of the skin. 

Constitutional symptoms, such as debility, pains, anorexia and insom- 
nia, were present in some cases and absent in others. The value of such 
symptoms was considered doubtful, as it was not possible to determine 
whether they were caused by mal del pinto or by some other disease. 


ETIOLOGY 


Although the disease was noted in persons of all ages, it occurred 
most frequently in those between the ages of 30 and 40 years. 

The possibility that some type of avitaminosis might act as a causa- 
tive factor could not be ascertained, as the patients ate the same sort of 
food as those who were free from the disease. 

The question of symmetrical distribution of the lesions was consid- 
ered, as, according to the new theory of pathogenesis, the constant 
presence of symmetry was considered to be one proof of nervous origin. 
This was not corroborated by statistics, as symmetry was observed in 
only 70,020 cases and was found to be absent in 194,533. 

As previous reports had shown constant presence of the disease in 
the neighborhood of rivers, it was thought that the water which the 
patients drank and in which they bathed might have some etiologic rela- 
tionship to the disease. No conclusions could be drawn, however, as to 
river, well or spring water, as no one type of water was used solely by 
all the patients, while some used all three. Furthermore, both persons 
with mal del pinto and persons not suffering from this disease used the 
same types of water for drinking and bathing. 


Answers to the questionnaire regarding possible methods of acquir- 
ing the disease showed that the idea of contagion predominated, being 
suggested in 49,531 cases, while hereditary transmission was mentioned 
in 30,227 cases. The commission thought it of interest to state that 
bites of insects were suggested as a possible cause in 17,602 cases. 
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A question to be settled later is the possible existence of mal del 
pinto in animals. In certain municipalities in Chiapas and Yucatan the 
disease was said to affect dogs, horses and pigs. 

The climate of two hundred and fifteen municipalities in which the 
disease was endemic was described as hot. In seventy-six municipalities 
there were “other varieties of climate” (the exact variety not being 
mentioned). The occupations of those having mal del pinto and of 
those not suffering from the disease were approximately the same. 

The commission received information that in Yucatan the white form 
of mal del pinto alone occurs, and it is suggested that this is the same 
aisease which has been observed in Cuba and which has been called 
achromia parasitaria. Recently, in the camps of the chicle collectors 
the pigmented forms of the disease have appeared, and it is thought that 
in such cases the disease has been brought in from neighboring states 
with the migration of laborers to the camps. 


Howarp Fox, M.D., New York 





News and Comment 


AMERICAN BOARD OF DERMATOLOGY AND 
SYPHILOLOGY 


The meeting of the American Board of Dermatology and Syphilology will be 
held in New York on June 9, 10 and 11. The oral examination for applicants 
in Group A and Group B will be held on Monday, June 10, in New York. The 
written examination for Group B will be held on April 29 in various cities 
throughout the country. 

All applications for the written examination should be filed in the office of the 


secretary before March 10. 
Application blanks and a booklet of information may be obtained from the 
secretary, Dr. C. Guy Lane, 416 Marlborough Street, Boston. 


CORRECTIONS 


In the article by Dr. John A. Kolmer, entitled, “Oral Administration of 
Potassium Bismuth Tartrate in Treatment of Syphilis,” in the January issue 
(Arcn. Dermat. & Sypu. 31:9, 1935), the first line in the formula near the 
top of page 14 is incorrect. The amount should be 10 instead of 1. 


In the article by Drs. Knowles, Decker, Radasch and Corson in the January 
issue (ArcH. Dermat. & Sypu. 31:38, 1935), figures 1 and 3 are transposed; in 
other words, the legend under figure 1 belongs under figure 3, and vice versa. 





Correspondence 


CANCER IN THE MOVIES: A NEW MOVIE MENACE 


To the Editor:—It was with pleasurable anticipation that I accepted an invita- 
tion to view the screening of the film “Cancer of the Skin” put out under the well 
known name of Dr. Bloodgood. About one hundred and fifty medical men, derma- 
tologists, surgeons and pathologists, as well as professors of physics and other 
physicists, attended the screening. 

Alas for my anticipations! Almost from the beginning it was obvious that the 
hand which guided the production of the film was not that of one who knew cancers 
of the skin or the best ways of treating them. 

The presentation of the second patient, screened as an example of syphilitic 
chancre, was preceded by information something to this effect: “Note the multi- 
plicity of lesions common in syphilis [presumably chancres] but rare in cancer of 
the skin.” Then, to my amazement, there was displayed as pretty a picture as I 
have ever seen of multiple punched-out gummas arranged in an arc round the 
angle of the mouth. It fairly “leapt to the eye.” I thought that perhaps the 
screen had been cut and joined wrongly, but this was not the case, because later 
a picture of tertiary syphilis was shown duly preceded by its descriptive text. 

After a space occupied by a transverse section of the field of tuberculosis of 
the skin and actinomycosis, excellent examples of chronic keratoses due to sun- 
burn and carcinoma of the skin were shown, quite properly announced as such. 
The treatment of these dermatoses was then introduced. When I read in the 
descriptive text something like “if they cannot be cured by soap and water they 
should be treated surgically,” I thought that it was a joke, the point of which 
would be made clear later. But no! This doctrine was repeated later with a 
little addition, viz., dabbing with alcohol. It was apparently deadly serious. But 
why jump from the ridiculous to the heroic? Has the author failed to familiarize 
himself with other means of treatment of these lesions? If I said how many 
thousands of such lesions I had treated successfully by radiotherapy in twenty-five 
years of practice, it might be thought that I was exaggerating. But let me say 
that though I have excised many such lesions, the reason in every instance has 
been that I wanted the specimen for study. 

Then the screen went on to teach that squamous carcinoma of the skin should 
always be treated by excision, including a wide margin of healthy skin, and 
dissection of the regional glands. The excised lesions were thrown on the screen 
with what seemed a dangerously skimped margin, even to my unsurgical eyes. 
Presumably the author regarded squamous carcinoma of the skin as beyond the 
scope of irradiation treatment. But why? More malignant types of the same 
growth on the lip and the tongue are now preferably treated by irradiation as a 
result of observation of the excellent results obtained in carcinoma of the skin. 
And why dissect the regional glands if they are not palpable? Now that the 
bogey of an operation has been removed from the minds of the public, patients 
come early, and enlargement of regional glands is rarely seen at the time of con- 
sultation, and rarely does involvement of glands occur after cure of the primary 
lesion. I wish to point out that if all the patients are to be subjected to the 
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risk of operation to clear out the regional glands, the disability occasioned and 
the mortality resulting from the operation are going to be at least one hundred 
times as great as they need be. 

There was shown a beautiful little squamous carcinoma in the ear near the 
external auditory meatus which I itched to get at. But it too was reaped by 
the surgical sickle. 

Then, to my amazement, the information was presented that basal cell carcinoma 
commonly arises under seborrheic warts. I was anxious to see on the screen a 
representation of the so-called “seborrheic warts” but it was not forthcoming. 
Seborrheic warts, in my experience, only rarely become invaded by basal cell 
carcinoma. In fact, I can recall only one undoubted case, and only a few years 
ago Dr. Whitfield told me in London that he could not recall a single instance. 
The development of basal cell carcinoma under flat keratoses due to sunburn is, 
however, commonplace, at least in this country. 

It is true that a somewhat grudging permission was granted to treat basal 
cell carcinoma by irradiation, but a special warning (quite rightly) was given 
that inefficient treatment by irradiation was likely to be followed by recurrence. 
It was not thought necessary, however, to issue a similar warning against inefficient 
surgical methods, yet recurrences are seen after surgical measures directed against 
these growths. Moreover, as I had occasion to remind a surgical friend a little 
while ago, there are far more scalpels in commission than implements for irradia- 
tion. Therefore, the products of bad surgical technic in cancer of the skin are 
liable to be multiplied to a far greater extent than would occur from bad irradia- 
tion technic. If “En Russie tout faquin est prince” (In Russia every rascal is a 
prince) was true in the early nineteenth century, it is true that if surgical excision 
is taught to be superior to irradiation for treatment of carcinoma of the skin— 
which is not true as a rule—then every coxcomb will regard himself as a surgeon 
capable of dealing with these accessible cutaneous growths. 

There are many other points on which I should like to touch, but I must not 
impose too much on your space. I beg permission, however, to stress once more 
the great importance of the psychologic effect produced by removing the fear of 
surgical excision from the minds of the public. At last that stage has been arrived 
at as far as carcinoma of the skin is concerned. No longer does the patient delay 
treatment in the hope that his fears are groundless or that his physician’s diagnosis 
is mistaken, but he comes at once and readily to have a carcinoma which is in 
an early stage treated by irradiation. It is noticeable, too, that concerning cancer 
of the lip a similar frame of mind is developing. It is to be hoped that people 
with carcinoma of the tongue and of the uterus will follow suit in the near future. 
However insignificant surgical excision may appear to the surgeon, the patient— 
and the surgeon also, when he has a cancer of the skin—regards it as a serious 
ordeal, the indications for which he weighs against his own estimate of the serious- 
ness of this painless and seemingly trivial lump which he has been told must be 
“cut out.” And he often takes a long while to make up his mind to have it 
“cut out.” 

The removal of this fear by securing early treatment in an increasingly large 
proportion of cases has saved a great many lives. An illustration of this is given 
by the following account: Dr. Bull of Adelaide, at the Commonwealth Cancer 
Conference of 1933, gave figures which showed that (exclusive of precancerous 
lesions) of all the patients with cancer of all organs reporting for treatment at 
the Adelaide Cancer Centre, 50.1 per cent had carcinoma of the skin. The same 
state of affairs holds true in all the other Australian centers. Yet deaths from 
cancer of the skin are far down at the bottom of the list, constituting only an 
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insignificant proportion of the deaths from cancer. Nor does one see nowadays, 
except as a great rarity, those horrible cases in which advanced carcinoma has 
exposed the antrum or the nasal cavity, cases that used to be common in my 
student days. This cannot be ascribed to anything else than early treatment, and 
it is suggested with confidence that it is the removal of the fear of surgical opera- 
tion which has induced the patients to see a physician early. 

To throw away this wonderful advantage in the war against cancer is a serious 
responsibility. This film is produced presumably for educative purposes, yet it 
advocates such a sacrifice. It is retrograde in tendency, and its doctrine is unsound. 
{ll the world knows that this film does not express the opinions of dermatologists 
in America and that they are not to blame for the modern heresy published therein. 

There are many difficulties in the campaign for education of the public against 
cancer. Authors who undertake to participate in it should at least know the 
clinical facts about the subject and tell the whole truth. This film fulfils neither 


of these criteria. : 
1 E. H. Moreswortu, M.D., Sydney, Australia. 








Abstracts from Current Literature 


THE RELATION OF NEGATIVE PRESSURE IN THE EPIDURAL SPACE TO Post 
PuNcTURE HEADACHE. W. M. SueEppe, Am. J. M. Sc. 188:247 (Aug.) 1934. 


In order to obviate the unpleasant effects of headaches following lumbar punc- 
ture Sheppe advocates that a smaller gage needle (22 gage) with a sharp tapered 
point be used and that it be withdrawn slowly, allowing the entrance of air into 
the subdural space. These precautions have reduced the incidence of headaches 
following lumbar puncture from 10 to 3 per cent in ambulatory patients. 


INCIDENCE OF SKIN DISEASES IN A STUDENT HEALTH SERVICE. R. L. GILMAN, 
Am. J. M. Sc. 188:268 (Aug.) 1934. 


Gilman’s list of the ten most common cutaneous diseases found in a group of 
students compares closely with the list of Lane and Goodman although in each 
list the position of the various diseases is changed. Strangely, psoriasis, scabies 
and pediculosis are not in Gilman’s list. He agrees with Goodman that the ten 
dermatoses constitute approximately 70 per cent of those seen in practice and 
should receive a proportionate amount of study. Jamreson, Detroit. 


SYPHILITIC FIBROSIS AND THE STATUS OF THE IODIDES IN THE PRESENT Day 
TREATMENT OF SypPuHiLis. S. B. GREENBAUM and J. CoBANE, Am. J. Syph. 
& Neurol. 18:289 (July) 1934. 


In the diagnosis of syphilis, the importance of hard intracutaneous and sub- 
cutaneous fibrotic nodules, often symmetrically located, is not fully appreciated 
They are commonly called fibroid gummas or juxta-articular nodules. In excep- 
tional instances they may soften and ulcerate. Sufficient evidence has accumulated 
to establish definitely at least one of the factors in the production of juxta- 
articular nodules, namely, syphilis. Histologic examinations of the lesions show 
definite partly and completely formed new connective tissue. 

Two instances of fibroid gummas and 1 case of hypertrophic scars or keloids 
on a syphilitic basis are described and serve as a text for a discussion of the 
iodides in the therapy of syphilis. Greenbaum and Cobane point out the positive 
dissolving effects of the new antisyphilitic remedies on fibrotic “syphilitic” tissue. 
Heretofore it has always been stated that the iodides serve the purpose best. 


The authors conclude that since iodine and the iodides are not spirocheticidal 
and since they have no influence on the complement-fixation and precipitation 
reactions in syphilis their only value appears to be in dissolving syphilitic exudates 
and incompletely organized syphilitic fibroses. It is preferable to use the organic 
arsenicals or the bismuth compounds for the production of the so-called fibrolytic 
effects ascribed to the iodides. These newer drugs not only have the same fibrolytic 
effects but, besides being spirocheticidal, have a desirable effect on the serologic 
reactions. The iodides are not indispensable in the treatment of syphilis irrespec- 
tive of the stage or manifestation. REUTER, Milwaukee. 


Tue Errect or Viostero: (VITAMIN D) AND TUBERCULIN ON THE HEALING OF 
TusercuLous Lesions 1n GuINEA-Pics. Evucene C. pe Savitscu and Others, 
Am. Rev. Tuberc. 28:699, 1933. 


The use of a combination of viosterol and tuberculin in the treatment of 
moderately advanced tuberculosis in guinea-pigs gives definitely beneficial results 
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as judged by longevity, degree of tuberculous involvement and amount of fibrosis. 
The optimal effect of the treatment is apparently obtained when the viosterol and 
tuberculin are given simultaneously rather than when one precedes the other by 
forty-eight hours. The average life span of animals receiving simultaneous treat- 
ment with viosterol and tuberculin is "markedly increased, as compared with that 
of the controls or of the tuberculous animals treated with either viosterol alone 
or tuberculin alone. The average degree of tuberculous involvement in animals 
receiving simultaneous treatment with viosterol and tuberculin and in those treated 
with viosterol followed in forty-eight hours by tuberculin is less than that of 
the controls or of the animals receiving tuberculin followed in forty-eight hours 
by viosterol. The average amount of fibrosis in animals receiving the combined 
treatment is definitely greater than that of the controls. 


H. J. Corper, Denver. [Arcu. Patu.] 


EtioLtocy oF HopGkINn’s Disease: II. Skin ReacTIOoN TO AVIAN AND HUMAN 
TUBERCULIN ProTeINS IN HopGKIN’s Disease. P. E. Sterner, Arch. Int. 
Med. 54:11 (July) 1934. 


In these experiments with tuberculin protein (Seibert) intracutaneous tests 
were made on thirty-five patients with Hodgkin’s disease and on thirty-eight con- 
trols with a variety of types of lymphoma (leukemia, lymphosarcoma, carcinoma, 
tuberculous adenitis and nonspecific adenitis). 

The patients with Hodgkin’s disease failed to show the “normal” positive 
reaction, which, theoretically, might mean that they were desensitized by the 
disease or that the disease occurred in a small group of people in whom “normal” 
sensitivity to tuberculin had not developed. 

No evidence was obtained to indicate specific sensitization to the avian 


tuberculin protein. Jamieson, Detroit. 


INCIDENCE AND PROPHYLAXIS OF EPIDERMOPHYTOSIS IN SCHOOL CHILDREN. LoREN 
W. SHAFFER and W. R. Carey Jr., J. Michigan M. Soc. 32:648 (Dec.) 1933. 


The authors set out to investigate the incidence of epidermophytosis in the 
public schools of Detroit, its mode of transmission and the effect of prophylactic 
measures. They are of the opinion that both the incidence and severity of the 
infection increase at puberty, owing to increasing susceptibility rather than to 
exposure. The social status of the child appeared to be of little influence in the 
spread or incidence, yet there seemed to be a familial tendency toward the infection. 
Sodium hypochloride appears to be the most promising agent for both prophylaxis 


and treatment. Carey, Detroit. [Am. J. Dis. Curp.] 


A Norte oN THE UsE oF Lassar’s PASTE IN THE “WEEPING EczEMA” OF INFANCY. 
Park J. Wuirte, J. Pediat. 4:104 (Jan.) 1934. 


An infant with weeping eczema of the face was treated with plain strong or 
mild resorcinol paste. A few days later he was brought back to the clinic with 
a temperature of 104 F. There were a mucopurulent discharge from the nose 
and thick, firm crusts all over the face, at the outer edges of which were undermined 
circinate blebs typical of acute spreading impetigo. Several points of practical 
importance are cited from this case. In the local treatment of acute moist eczema 
the likelihood of secondary infection must be kept in mind. Crusts should be 
removed with oil before pastes are applied. Too great a proportion of powder 
should not be incorporated in the paste. A mild disinfectant stimulant, such as 
crude oil tar, should be more generally added. Applications and dressings should 


be changed frequently. LeMaster, Evanston, Ill. [Am. J. Dis. Cutp.] 
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Pustucar Psortasis. C. W. Laymon, Urol. & Cutan. Rev. 38:311 (May) 1934. 


A case of an unusual eruption of seven years’ duration is reported, and the 
clinical and histologic observations are given to support the author’s diagnosis of 
pustular psoriasis. He describes in detail the entities pustular psoriasis and con- 
tinuous acrodermatitis and discusses their differential diagnosis. 


SENSITIZATION TO ApHESIVE PLaster. J. V. VAN Creve, Urol. & Cutan. Rev. 
38:479 (July) 1934. 


Two cases of sensitization to adhesive plaster are reported in which the etiologic 
agent was found to be orris, a constituent of most commercial adhesive plasters. 


Caro, Chicago. 


StupiES IN CHEMOTHERAPY: XI. THE TrYPANOCIDAL TITRE OF THE SERUM 
oF RasBits AFTER THE INTRAVENOUS INJECTION OF VARIOUS COMPOUNDS 
or ARSENIC. F. MurGatroyp, H. RusseLtt and W. Yorke, Ann. Trop. 
Med. 28:227 (July 12) 1934. 


Three arsenical compounds were administered in varying doses to series of 
rabbits; blood was withdrawn at intervals of from a few minutes to several days 
and the trypanocidal activity measured. With neoarsphenamine the trypanocidal 
activity was greatest a few minutes after the injection and fell rapidly to 2 per 
cent of the initial value at the end of twenty-four hours. The activity also varied 
with the size of the dose given. With reduced disodium di (carboxymethyl) -4- 
glycine amido-phenyl thioarsinite the rapidity of the fall in trypanocidal power 
was even greater, the level reaching a very low point in a few hours. Injection 
of tryparsamide was followed by a rise that reached its maximum in six hours, 
the activity slowly subsiding during the next few days. It is suggested that 
arsphenamine and trivalent arsenical compounds circulate in the blood as highly 
trypanocidal substances while tryparsamide is gradually reduced into its trivalent 


compound. JAMIESON, Detroit. 


TUBERCULIN IN TREATMENT OF CUTANEOUS TUBERCULOSIS. H. SEMON and H. S. 
BuRNELL-JoNEs, Brit. J. Dermat. 46:87 (Feb.) 1934. 


Semon and Burnell-Jones read a paper on tuberculin in the treatment of 
cutaneous tuberculosis and showed four cases of tuberculosis of the skin treated 
with tuberculin. In the treatment of the four cases demonstrated, old tuberculin 
(T AF) and, at a later stage, tuberculin B E (the bacillary emulsion) were used. 
The TAF is the filtrate from cultures grown in a fluid medium free from 
peptone and concentrated by evaporation to one tenth of its original volume. B E 
is the actual growing bacillus, obtained from a solid medium and ground down 
after killing until it is so finely comminuted that no bacilli can be recognized 
microscopically. It is made up as an emulsion, 5 mg. in 1 cc., and diluted as 
required. Theoretically, BE attacks the bacilli, TAF the products of their 
activity, i. e., the toxins. As a result of their observations the essayists believe: 
(1) The tuberculin treatment has fallen into undeserved neglect. (2) In certain 
types of apparently hopeless tuberculosis of the skin it offers a reasonable chance, 
when other methods have failed, of improving the local condition and the general 
health. (3) When such improvement has occurred it becomes possible to apply 
more modern and selective treatments, which the patients with the ulcerated 
conditions described in the series would not have tolerated. (4) It appears to the 
authors that the treatment should be rescued from its present position as a last 
resource. 
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Tue TUBERCULIN TREATMENT OF Lupus VuLcaris. Ropert AITKEN, Brit. J. 
Dermat. 46:207 (May) 1934. 


Aitken discusses the work with tuberculin at the skin department of the Royal 
Infirmary, Edinburgh, with Sir Norman Walker. The work began twenty-seven 
years ago. In 1913, when Aitken began the work, two methods were employed. 
Patients able to come to the ward were admitted and given a dose of Koch’s 
original tuberculin (O T). Those unable to get off for the three days necessary 
for these injections were given Koch’s new tuberculin (TR). The histories of 
five patients are presented, together with eight clinical photographs showing the 
results of treatment. Tuberculin treatment was stopped in the skin department 
only when practically all the patients were being treated with light baths. Aitken 
states that in an extensive case of lupus tuberculin would be his remedy of 
choice, if he could not give general ultraviolet ray treatment, and that it could well 
be given in addition to the light baths. 


Tue ProGNosis oF Psortasis. R. Hata, Brit. J. Dermat. 46:221 (May) 1934. 


A letter was addressed to one hundred patients with psoriasis who visited the 
skin department of the Royal Infirmary, Sheffield, between ten and fifteen years 
ago. The information obtained is presented in a table. Forty-three responded 
to the invitation for reexamination. Four of these had apparently gained freedom 
from the disease during the intervening years. Thirty-two of those who responded 
were under 21 years of age when the disorder began, but the recuperative powers 
of youth availed them little, for only three were free from the disease from ten 
to fifteen years later on reexamination. A parental history of psoriasis was noted 
in only four cases. A seasonal variation of severity was claimed by many, but 
as a whole no particular time of the year appeared to have a favorable or unfavor- 
able influence on the course of the disease. 


XANTHOMA DIABETICORUM WITH PUuRPURIC AND ULCERATING LESIONS. 
Fercuson Situ, Brit. J. Dermat. 46:223 (May) 1934. 


A case of this condition is described in a man, aged 32, who presented on his 
thighs, legs, feet, buttocks, arms and hands numerous raised lesions ranging in 
size from that of a pinhead to that of a sixpence, while larger patches had formed 
on the shins by confluence. The lesions were mostly yellowish pink in color, but 
many were mottled with purple from hemorrhages into their substance. Many 
were ulcerated and crusted, especially on the shins. The Wassermann reaction 
was negative; the blood cholesterol was 333 mg. per hundred cubic centimeters. 
Smith states that ulceration of xanthoma diabeticorum is rare and concludes with 
the comment that “it probably does not differ except in degree from necrobiosis 
lipoidica diabeticorum of Urbach and Oppenheim.” Two clinical photographs 
are presented. 


DisEASE, GADFLY OF THE MIND: ESPECIALLY THE STIMULUS OF SKIN-DISEASES 
IN THE DEVELOPMENT OF THE MIND. W. A. Pusey, Brit. J. Dermat. 46:341 
(Aug.-Sept.) 1934. 


In this paper, which was presented as the Prosser White Oration to the St. 
John’s Hospital Dermatological Society, London, on June 27, 1934, Pusey, in 
his usual masterful style, has added another classic contribution to his previous 
literary efforts. 

Pusey opens his discourse with a quotation from Plato’s “Apology,” recording 
the contention of Socrates that his activities as an intellectual gadfly had been his 
chief service to the Athenians. He further amplifies the significance of Socrates’ 
use of the word “gadfly” by quoting his last reference to his sons in the solemn 
moment of his condemnation and summarizes these phrases with the sentence: 
“In other words, goad them to thought.” 
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He states that the human mind has had to develop by its own efforts. There- 
fore, the tracing of the making of the mind is not a psychologic or physiologic 
study, but a historical study of its progress. He proceeds to amplify his subject, 
with frequent citations of pertinent references. The need to surmount the diffi- 
culties of life has always been the spur that has urged man on to mental as well 
as physical effort. In that sense man’s troubles have made him. He then asks, 
“What has this to do with medicine, particularly dermatology?” and replies “There 
are few incentives to thought that earlier influenced, or that have more constantly 
prodded man in his progress, than the injuries and pains and illnesses that have 
beset him. They have done this from his earliest existence to the present; they 
have been the gadflies that more than any others have kept the mind at work.” 
After amplifying this point with a historical discussion, he states that “from any 
point of view, disease has been one of the greatest incentives to thought. 
Medicine from the beginning of history to the present has been a leader, or even 
the leader. In a very real sense medicine may claim to be the mother of the 
sciences, and always one of the most active and productive members of the family. 
Disease, then and its student, medicine, can properly claim to be among the great 
forces in the evolution of the human mind. . . . Skin-diseases and dermatology 
can allocate to themselves much of this credit, for, from the very beginning of 
history, they have constituted one of the major interests of medicine.” 

The role of leprosy, syphilis, scabies (described by Bonomo), occupational 
dermatoses (described by Ramazzini), chimney sweeps’ cancer of the scrotum 
(described by Pott) and studies on the cutaneous circulation (Lewis) is discussed 
from the standpoint of the contribution of the development of the knowledge of 
these conditions and the progress of knowledge in medicine. 

Pusey points out that modern knowledge of histology, bacteriology, contagion, 
infection, immunity and allergy traces back to studies of the skin; that the work 
of Schénlein in favus was the beginning of modern knowledge of pathogenic bac- 
teriology ; that Weigert’s study of the lesion of smallpox is a pioneer landmark 
in modern histology and was the beginning of the use of modern staining methods 
in histology and bacteriology; that the remarkable work of Thomas Fuller in 
the exanthems and that of Jenner, Willan, Bryce and their colleagues in the study 
of vaccinia are the beginning of knowledge of immunity and allergy, and that the 
further development of knowledge in all these subjects has been made largely 
through the study of the skin. The explanation of the part played by ultraviolet 
rays in metabolism has come from studies on the skin. These fields in which 
studies of the skin have played so important a part are among the most important 
ones in medicine, and the workers in them—Jenner, Fuller, Schénlein, Gull, Hansen, 
Weigert, Ehrlich, Kreidl and Finsen—are among medicine’s great figures. In 
illustrating his points Pusey has given a concise summary of the development 
of modern knowledge in these various fields which is not easily found elsewhere. 

The fact that the skin is itself an organ of metabolic activity which is important 
in maintaining a balance of vigorous health is emphasized. Vitamins and the 
relation of general health to metabolic activities in the skin are discussed. The 
observation of Lucas that the production of vitamin D may be not simply through 
the effect of ultraviolet rays on the ergosterol in the epidermal fat but that there 
may be a participation of the corium in this production of vitamin D is presented. 

Pusey closes with the statement: “My thesis in this address is that diseases 
have been among the most active agents in the making of the mind, and that, 
among diseases, few have been so powerful in this respect as diseases of the 
skin. . . . In the early days of darkness, man’s physical ills were among the 
relatively few excitants that stimulated the mind in its elementary progress. Now, 
when we may surely say that the mind has reached a state of light in knowledge 
of the physical world, the skin still furnishes one of the most fruitful fields for 
research, because it offers opportunities, often unique, for searching out the finer 
facts of biology and pathology that remain hidden in the darkest recesses of nature. 
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“This excursion may be regarded as a fanciful speculation, and, perhaps, a trivial 
one. I believe it is not. There is nothing more important in the evolution of 
civilization than these goads of the mind, relatively few, which first gradually lifted 
part of the human race out of barbarism, and then have continued insistent through 
historical times in the development of that most marvelous invention of the gods, 
the mind of man. . . . That diseases and injuries, and skin-diseases in 
particular, have played a large part in this progress, is a major fact in the history 
of civilization which medicine may contemplate with satisfaction—yes—but which 
must be accepted also with a sober sense of the responsibility which it has now 
and has always had. 

“This address, so far as it is a consideration of skin-diseases as a gadfly of 
the mind, does not, of course, constitute a glorification of dermatology; it is a 
glorification of its field. . . . The history of dermatology may properly be a 
source of pride to us, but that is not the point that I am making now. My point 
is the great role that skin-diseases have played in the advancement of medical 
knowledge, and, even more impressive than that, in the very making of the mind 
itself. This momentous fact is the great challenge to dermatology—to be worthy 
of its heritage and of its great opportunity.” Wren, Chicago. 


SENSITIZATION AND ANTI-Bopy PRODUCTION IN GRANULOMA GENITO- 
INGUINALE. N. G. PANDALAI and V. GOvINDAN Na-ir, Indian J. M. 
Research 21:731 (April) 1934. 


Extracts of tissue from ulcers of granuloma genito-inguinale were employed 
in this investigation of complement fixation and production of antibodies. None 
of the cases showed inhibition of hemolysis. 

Pandalai and Govindan Na-ir conclude that the infecting agent does not stimu- 
late the production of any specific complement-fixing immune body. 


Jamieson, Detroit. 


AcnE IN A Cui_p AGep Two Years. A. M. H. Gray, Proc. Roy. Soc. Med. 
27:292 (Jan.) 1934. 


The lesions were localized to the cheeks and consisted of a number of discrete 
comedones, with a few papules of acne and deep-seated nodules. There was a 
history of camphorated oil having been rubbed on the child’s chest at the age of 
3 months, but none was used since. Lesions of this type have been noticed on 
the face after the application of oil to the chest. The author was not able to 
grow the acne bacillus in this case; only gram-positive cocci and bacilli were 
present. Clinically, it is difficult to distinguish between such a case and one of 
ordinary acne, and the similarity raises an interesting question as to the origin 


of ordinary acne. Wriiamson, New Orleans. [Am. J. Dis. Curxp.] 


ARSENICAL EryTHRODERMA. G. Murian, Bull. Soc. franc. de dermat. et syph. 
40:546 (April) 1933. 


Milian states that there are two distinct types of erythema arising as com- 
plications of arsenical therapy. One he calls the “erythema of the ninth day,” 
which appears usually nine days after the beginning of the treatment (though it 
may occur on the eighth or on the tenth day). It is a morbilliform or scarlatiniform 
erythema of infectious nature, resembling an attenuated form of measles or scarlet 
fever. The other type occurs at the end of a course of treatment and is a 
vesicular erythroderma, with generalized redness, vesiculation and edema, represent- 
ing a toxic phenomenon resulting from injury to the sympathetic nervous system. 
The first variety allows a continuation of treatment while the second does not. 
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DIFFUSION OF BISMUTH IN THE CENTRAL NERVOUS SYSTEM AND ITs PENETRATION 
INTO THE CEREBROSPINAL Fiurmp. C. Levapit1, A. VAISMAN, Y. MANIN and 
R. ScHoen, Bull. Soc. frang. de dermat. et syph. 40:738 (May) 1933. 


In experiments with animals the authors undertook a study of iodobismitol, 
with the following results: 1. The therapeutic efficacy of the drug in syphilis 
of rabbits was high, though not superior to that of other liposoluble bismuth 
preparations. 2. Its toxicity was found to be slightly lower than that reported 
by Hanzlik, Mehrtens and their co-workers. 3. Its penetration into the central 
nervous system and the cerebrospinal fluid was neither more frequent nor greater 
than that of other liposoluble bismuth preparations. 4. Absorption from the depot 
of bismuth after injection required from twenty-eight to thirty-seven days. 


GENERALIZED PusSTULAR Psortasis. MiLtan and V. Katcuowura, Bull. Soc. franc. 
de dermat. et syph. 40:851 (June) 1933. 


In a man 62 years old no region of the body was spared by the psoriatic lesions, 
and on the thorax, the abdomen, the thighs, the legs and the soles certain patches 
and plaques were distinguished by the presence of numerous pinhead-sized pustules 
in and around them, in the form of bands and collarets. The pus from these lesions 
showed only polymorphonuclear leukocytes and no micro-organisms. The patient 
had a slightly elevated temperature at the height of their development. “The 
existence of pustulettes thus constitutes not a complication of psoriasis but a 
special variety.” 


TREATMENT OF LICHEN PLANUS WITH A GoLp CompouNpb. G. MILIAN, Bull. Soc. 
franc. de dermat. et syph. 40:1345 (July) 1933. 


Twelve patients with lichen planus were given therapy with a gold compound. 
In seven there was a marked amelioration and in five a total cure. All the cases 
were generalized, and in most of them the condition was of long duration and 


various other methods of treatment had been used without success. Itching 
subsided rapidly, and resolution of the eruption began from the second to the fourth 
week. Several accidents occurred in these cases as is usual with this type of 
therapy. Nevertheless the method is recommended for patients resistant to other 


forms of treatment. Ganpy, Houston, Texas. 


EXPERIMENTAL CHANGES OF THE INTERNAL ORGANS FoLLOWING ANTISYPHILITIC 
TuHerapy. M. Bronzini, Arch. ital. di dermat., sif. 10:1 (Jan.) 1934. 


Bronzini studied the histopathologic changes observed in the internal organs 
of rabbits treated with arsphenamine, bismuth and mercury. Therapeutic doses 
produced no appreciable changes except hyperemia of the liver. Toxic doses of 
the arsenicals and mercurials produced severe alterations in the tissues. These 
changes were less marked when toxic doses of bismuth were employed. The 
conclusion is that bismuth is the safest antisyphilitic drug when large doses are 
indicated. 


Tue Bioop VESSELS OF THE CUTANEOUS APPENDAGES. GIOVANNI TruFFt, Arch. 
ital. di dermat., sif. 10:681 (Oct.) 1934. 


Trufhi studied the distribution of the blood and lymphatic vessels of the hair 
and nails in the human fetus. For the study of the blood vessels he used injections 
of carmine and gelatin. He confirmed the anatomic descriptions of several authors 
who have studied this subject, and he stressed the rich supply of blood vessels 
of the parts of the skin covered with hair. For the study of the lymphatics Truffi 
used massive injections of prussian blue. His original contribution is the study 
of the lymphatic vessels of the nails. The lymphatic vessels of the nail bed are 
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more numerous than those of any other part of the skin; they form a flat network 
owing to the absence of papillae in this situation and often end in loops, which 
are always horizontal and not vertical except at the matrix where the presence 
of papillae is accompanied by vertical lymphatic loops. The richest lymphatic 
supply is seen toward the free end of the nail, where it joins the finger-tip and 
where the papillae are numerous. This superficial network of lymphatics is joined 
to the deep lymphatic trunks by anastomotic rami. 


CUTANEOUS VASCULAR REACTIONS IN SCLERODERMA. M. ComMEL, Gior. ital. di 
dermat. e sif. 75:855 (April) 1934. 


Comel reports 2 cases of scleroderma. In both cases the calcium content was 
below normal. One of the patients underwent a parathyroidectomy which resulted 
in a return of the blood calcium to normal and subsequent clinical improvement. 
In both patients the cutaneous vascular reactions were particularly studied, with 
the use of histamine and epinephrine. In the apparently normal skin of these 
patients there was a diminished vascular reaction. In the sclerodermic areas 
the reactions were practically normal except in some places in which the edematog- 
enous reactions were incomplete or abnormal, as in the form of beaded pomphi. 
In the patient whose parathyroid glands had been removed, the pomphoid reactions 


i sclerodermic areas were increased. 
in the sclerode = eased PARDO-CASTELLO, Havana, Cuba. 


AtyPICAL AMYLOIDOSIS. BERTEL vON BonsporFF, Arb. a. d. path. Inst. d. Univ. 
Helsingfors 7:369, 1933. 


A detailed clinical, pathologic and biochemical study is reported of atypical 
amyloidosis as it occurred in a 51 year old man whose illness began from two to 
three months after the fracture of a rib and terminated fatally one and a half 
years later. Large, firm, symmetrical swellings developed in the vicinity of the 
large joints and on the tongue. Microscopically, the swellings were amyloid in 


nature. Biochemical examination demonstrated a disturbance in the metabolism 
of albumin. The plasma protein fraction showed a preponderance of fibrin and 
globulin. Bence-Jones protein was not found. The amyloid substance acted like 
a foreign body; giant cells were frequently found at the periphery of such an 
accumulation. There was no evidence of multiple myeloma. Multiple myeloma 
may occur without amyloid formation, and atypical amyloidosis may occur without 
myeloma. Von Bonsdorff believes that classic as well as atypical amyloidosis is 
due to a disturbance in the metabolism of albumin. Pathologic changes in the 
bones predispose to a diffuse amyloidosis. The etiologic relation of trauma is 
discussed, and numerous cases are cited from the literature which tend to indicate 
a causative relation between bone trauma and amyloidosis. 


Kien, Chicago. [Arcu. Patu.] 


SEASONAL FREQUENCY OF SOME SKIN DISEASES IN INFANCY AND CHILDHOOD. 
Henry Kammer, Arch. f. Kinderh. 101:17 (Dec.) 1933. 


A survey of the diseases of the skin in children seen at the University Clinic at 
Freiburg during the past nine years showed that eczema in children over 3 months 
of age occurred predominantly during the months from December to April. This 
seasonal occurrence is striking. On the other hand, eczema in infants under 3 
months of age and erythrodermia desquamativa of Leiner showed an irregular 
frequency curve throughout the year. Kammer believes that these findings indicate 
that eczema in children under 3 months of age and Leiner’s disease are probably 
entirely distinct from the true eczema that occurs in older infants and children. 


LeMaster, Evanston, Ill. [Am. J. Dis. Curzp.] 
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CARCINOMA AND RHINOSCLEROMA. G. GAEHTGENS, Frankfurt. Ztschr. f. Path. 
46:1, 1933. 


A man, aged 63, who had rhinoscleroma over a period of at least six years 
died of a primary squamous cell carcinoma of the nasal cavity, with metastases to 
various organs. The rhinoscleroma had been regarded as cured by roentgen rays. 
The belief is expressed that the carcinoma arose on the basis of rhinoscleroma and 
that the marked metaplasia was one of the factors in the development of the 


sa neaimeaae Sapuir, Chicago. [ArcH. Patu.] 


Juventte Cataract IN DerRMATOSES, CATARACTA SYNDERMATOTICA: REPORT OF 
Two Cases. I. Kucevperc, Klin. Monatsbl. f. Augenh. 92:484 (April) 1934. 


Kugelberg renders a literary synopsis of juvenile cataract in nineteen cases of 
scleroderma and in fifteen cases of neurodermatitis. Familial occurrence was 
found ten times in the first group and once in the second group. Two cases of 
juvenile cataract associated with familial neurodermatitis are reported, one in 
a boy, aged 15, the other in a young man, aged 26. In neurodermatitis and 
scleroderma endocrine disturbances, especially of the thyroid and of the productive 
sexual glands, have been noted frequently. Dysfunction of the parathyroid glands 
or of the pancreas has never occurred with these dermatoses, nor were they present 
with similar types of cataracts. It is possible, therefore, that a cataract may be 
caused by endocrine disorders other than hypoparathyroidism. Hereditary disposi- 
tion seems to favor the syndrome of scleroderma and cataract and, to a smaller 
degree, that of cataract and neurodermatitis. Both types offer sufficient similarities 
to justify the use of the collective term “cataracta syndermatotica.” 


K. L. Stott, Cincinnati. [ArcH. OpHtuH.] 


VITAL PROCESSES OF SPIROCHAETA PALLIDA IN Vitro. E. J. RoUKAVITSCHNIKOFF, 
Zentralbl. f. Bakt. (Abt. 1) 126:530, 1932. 


The author observed the transformation of two strains of spirochetes isolated 
from syphilitic lesions into masses of almost formless substance in which swollen 
and globular forms exhibiting a slight motility were demonstrable. Subculture 
gave typical forms in some instances and atypical forms in others. He concludes 
that these spirochetes possess the ability in vitro to undergo marked involutional 
changes, but that in the presence of endogenous stimulation of an unknown nature 
they may resume their former vital activity. Although he gives no evidence, he 
apparently assumes that the micro-organisms he observes are actually varying 


forms of Spirochaeta pallida. Paut R. Cannon, Chicago. [Arcu. Patu.] 


CONTRIBUTION TO THE SERODIAGNOSIS OF Leprosy. SEIGO MINAMI, Kocoro 
Jrxicu1 and Hirosur Hayata, Hifu-to-Hitsunyo 2:165 (April) 1934. 


The colorimetric modification of the Fuchs “CaR” (Carcinoma reaction) by 
Fuchs and Falkenhausen (Biochem. Ztschr. 245:304, 1932) is utilized, substituting 
the blood serum and the blood serum fibrin of leprous patients for those of patients 
with cancer, as in the CaR. 

The tables of figures in this article may be consulted by those who do not 
read Japanese, noting that column 1 in the note appended to the first table gives the 
figures for residual nitrogen of the serum of the patient to be tested, column 2 
the figures for the same serum after it has been incubated with the blood serum 
fibrin of known leprous origin and column 3 the figures for the same serum after 
it has been incubated with the fibrin of persons without leprosy. 

The twelve patients with clinically diagnosed macular leprosy all showed 
positive reactions, with the exception of patient 5, who showed the “reaction of 
immunity.” In this reaction, as in Fuchs’ cases of carcinoma, there is not merely 
absence of change in the amount of residual nitrogen when the patient’s serum 
is incubated with known leprous fibrin, but the serum shows an actual decrease, 
and Fuchs’ antigen-antibody theory is accepted by the authors in explanation of 
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the phenomenon. This reaction of immunity was secured only in early cases in 
which treatment had been given and in cases of paraleprosy (merely a thickening 
of the ulnar nerve and the appearance of a few macules). Table 2 contains the 
results of the test in eight cases of nerve leprosy, in all of which the patients 
showed positive reactions, except one with the reaction of immunity, and table 3 
gives the results in eight cases of nodular leprosy, in all of which the patients 
showed positive reactions without exception, and without exception all the normal 
persons and all persons with tuberculosis and syphilis showed negative reactions. 


CLINICAL STUDIES ON SYPHILITIC CHANGES IN THE AORTA IN LATENT SyPHILIs. 
YAICHIRO OZEKI, Jap. J. Dermat. & Urol. 35:656 (June) 1934. 


Included in the group reported were cases in which previous infection could 
be determined with reasonable certainty, cases in which at the time of writing 
there were no subjective symptoms and cases which on dermatologic examination 
did not offer any evidence of the disease. The Wassermann reaction was not 
taken as a criterion; in fact, syphilitic involvement of the aorta was more frequent 
in the patients giving a negative than in those giving a positive reaction. Of 
the seventy-two cases in which latent syphilis was thus diagnosed, involvement 
of the aorta could be demonstrated roentgenologically with fair certainty in 
twenty-six. Involvement of the aorta in latent syphilis was more frequent in the 
male (41.5 per cent) than in the female (21.1 per cent) patients. 

All of the patients had received inadequate treatment or no treatment. There 
was aortic involvement in twenty-three (36.1 per cent) of the sixty-one inade- 
quately treated patients, and in four of the eleven who had received no treatment. 


BRENNAN, Chicago. 


METASTATIC KERATITIS PARENCHYMATOSA IN SypHILITIC Raspits: III. Sprro- 
CHETES IN KERATITIS PARENCHYMATOSA IN SUMMER. T. FUNABASHI, Lues: 
Bull. Soc. japon. de syph. 10:131 (April) 1934. 


Previous observations have constantly directed attention to the close relation 
between the severity of local and generalized manifestations of syphilis and the 
seasons of the year. The observations of Hashiguchi in regard to the milder 
manifestations of syphilis in rabbits during the summer were confirmed by 
Funabashi in regard to parenchymatous keratitis in rabbits. 

In order to investigate the distribution of spirochetes in keratitis during the 
summer Funabashi examined 165 eyes of 107 rabbits. Fifty rabbits showed signs 
of keratitis; 57 did not, but in 12 of these signs of keratitis developed later. 
Funabashi noted that keratitis was usually mild in summer. Spirochetes were found 
in more than half of the eyes examined in the very early or early stage of keratitis. 
They were also seen during the height of the process, but could not be found 
during the stage of regression. In eyes which did not manifest keratitis spiro- 
chetes were found only exceptionally and in very small number; they were not 
found in the eyes in which keratitis developed during the fall and winter. 
Granulomatous new formation was observed in 4 rabbits with keratitis and in 1 
rabbit which did not show any signs of keratitis. The new formation took place 
near the upper limbus of the cornea. Many spirochetes were noted in the eyes of 
these rabbits and in those of the animal not showing any other signs of keratitis. 

Recurrences were noted only exceptionally during the summer. 


EXPERIMENTAL YAWS IN Mice: II. SPIROCHETES IN THE VISCERA AND BRAIN OF 
Mice INFecTeD witH YAws. H. Misaizu, Lues: Bull. Soc. japon. de syph. 
10:205 (April) 1934. 


An emulsion of the spleen, liver, kidneys, lymph glands and brain of mice which 
had been infected with yaws was injected into healthy rabbits. It was found that 
those viscera were infectious up to three hundred and eighty days after inoculation 
of the mice. However, the emulsion of the brain removed from the mice during 
the early period of the infection with yaws gave negative results when inoculated 


into rabbits. Bitoom, New York. 
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POSTIMPETIGINOUS PAPULOUS SyPHILOID. S. A. GLAUBERSOHN, Acta dermat.- 
venereol. 15:77 (March) 1934. 


Syphiloids or eruptions resembling syphilis were described by Jacquett (among 
babies) and Lipschiitz (in women). The author describes a case of syphiloid in a 
man with scabies and impetigo on whose scrotum there developed, after these two 
conditions had‘almost cleared, a papular eruption resembling that of syphilis. The 
patient did not show any symptoms of syphilis. The Wassermann and Kahn 
reactions of the blood were negative, and the lesions disappeared rapidly and 
spontaneously. The author believes that syphiloid in men is met rather rarely, and 
that its recognition is important for differential diagnosis. 


ASTRACHAN, New York. 


ERYTHEMA NopOoOSUM AND SUBSEQUENT TuUBERCULOsIS. H. J. Ustvept and 
A. S. JOHANNESSEN, Acta med. Scandinav. 80:262 (Sept. 29) 1933. 


The study is based on the follow-up of 314 patients treated for erythema 
nodosum in Oslo between 1916 and 1932. Ninety-two and three-tenths per cent of 
these had been followed satisfactorily. 

Only 9 per cent of the patients were male. The predominance of females was 
not so marked in the group under the age of 15 years, in which there were 22 
girls and 13 boys. The seasonal and the age incidence of erythema nodosum 
coincide with those of pulmonary tuberculosis in Norway. 

Of the persons who contracted erythema nodosum, 10 per cent manifested signs 
of tuberculosis during the first year, 3 per cent in the second and third years, and 
1 per cent in the fourth and fifth years; only one showed such signs beyond the 
fifth year. In this they were in contrast to the patients with “primary pleurisy” 
who, though manifesting tuberculosis in the same percentage in the first year, 
later had a much higher morbidity and mortality extending over the whole ten 
year period of the study. Ten per cent of the patients had recurrences with a 
sudden progression of the tuberculous process. 


Ustvedt and Johannessen believe that erythema nodosum is an allergic mani- 
festation of tuberculosis. Kajp1, Baltimore. [Am. J. Drs. Currp.] 


PATHOGENESIS OF SUBCUTANEOUS ADIPONECROSIS (SCLERODERMA NEONATORUM). 
Sture A. Siwe, Acta path. et microbiol. Scandinav., supp. 16, 1933, p. 438. 


Areas of subcutaneous infiltration may occur in infants on the shoulders, back, 
buttocks, cheeks and thighs. They disappear spontaneously, leaving behind an 
atrophic skin associated with cyst formation and calcium deposits. The crystals 
in the subcutaneous tissue are composed of neutral fats, cholestero) esters and 
palmitic acid. In animals similar changes may be induced by the injection of 
palmitin and its acids. In the new-born there is a comparatively high content of 


palmitic acids. KLEIN, Chicago. [Arcu. Patn.] 


SCLEREDEMA, SCLEREMA ADIPOSUM AND DIFFUSE SCLERODERMA IN Basies. T. J. 
HALBERTSMA, Maandschr. v. kindergeneesk. 3:263 (April) 1934. 


The author discusses the symptomatology and differential diagnosis of these 
diseases, based on the observation of fourteen cases, and reports a case of diffuse 
scleroderma in a child aged 10 months, in whom the deviations were already 
present at birth. 


VAN CreveL_p, Amsterdam, The Netherlands, [Am. J. Dis. Curp.] 
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Jacques P. GuEQUIERRE, M.D., Chairman 


PEMPHIGUS FoLtAcEeus. Presented by Dr. B. L. KAHN for Dr. MAuRICE Brown. 


This white woman, aged 34, presents classic pemphigus foliaceus with an almost 
universal eruption and crusting. One year ago another dermatologist saw her 
with an eruption of the face resembling either seborrheic dermatitis or lupus 
erythematosus. Close inspection, however, revealed that the lesions were typical 
of those described by Senear. The patient states that two years ago she was 
treated in New York for lupus erythematosus. A laboratory examination 
showed: urine, normal; Kahn test, negative; blood sugar, 77 mg. per hundred 
cubic centimeters; blood urea, 11 mg. 


DISCUSSION 

Dr. D. M. Srptick: I saw the patient seven months ago, and at that time 
she presented a definite Senear-Usher syndrome. The lesions on her face 
resembled lupus erythematosus, and there was definite indication of pemphigus on 
the trunk. After two or three visits she ceased to come. Tonight she presents 
an entirely different clinical picture. 

Dr. B. L. Kaun: I think that the condition is merely pemphigus or the 
Senear-Usher syndrome pursuing the normal course in the early stages. 

Dr. C. S. Wricut: All the members have evidently seen this patient before. 
I observed her at the Temple University Hospital for about two months and 
diagnosed the condition as pemphigus foliaceus. At that time the Nikolsky sign 
was present. My associates and I carried out colonic irrigations and the usual 
treatment and secured temporary improvement. 

Dr. S. S. GREENBAUM: One of the curious features of the vesicular eruption 
that this patient presents is the tendency to grouping, and although I am not 
suggesting a diagnosis of dermatitis herpetiformis I cannot see that the condition 
is clearly pemphigus vulgaris or pemphigus foliaceus. No blood count has been 
made. It would be interesting to see whether or not the patient would become 
worse with the use of iodides and whether or not she would improve under treat- 
ment with arsenic. 

Dr. C. S. Wricut: She was given increasing doses of arsenic for at least 
four and perhaps six weeks. 

Dr. H. J. Smitu: I saw the patient about two months ago. I could not see 
anything except dermatitis herpetiformis. She had a number of rather hard 
lesions and a number of vesicles in groups, which have changed completely since 
I saw her. The eruption is now more like pemphigus. 


ACRODERMATITIS CHRONICA ATROPHICANS. Presented by Dr. R. L. GILMAN. 


This white woman, aged 64, has itching of the ankles and difficulty in walking. 
The onset of the condition was in 1909, although she recalls some vague “trouble” 
with her arms at the age of 15. Since 1909 the spread has been gradual and 
complete, and the condition now involves the extremities from the toes and dorsa 
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of the feet to a rather sharply demarcated line above the knees, and from the 
dorsa and second joints of the hands to a line above the elbows. The palms and 
soles are exempt. The patient has received considerable treatment for syphilis 
acquired from her husband at an earlier period. She says that her brother was 
born with a similar condition of the legs which progressed to a state corresponding 
to hers. In addition, his first and third children, both boys, had the condition. 
The skin over the forearms is a vivid orange-red, lax and of remarkable trans- 
lucency ; the superficial vessels and tendons stand out in marked relief. The legs 
show vascular and atrophic changes and present an appearance more often asso- 
ciated with scleroderma, particularly in the lower third of each leg. In this 
region the skin is hard and waxy and has a hidebound appearance. Elsewhere 
on the leg there is increased pigment; some scaling is present about the instep, 
and superficial veins are prominent. The line of demarcation around the edge 
of the sole is so extreme that the tissue below is unnaturally soft, puffy, cooler 
and livid. There are some changes on the toes, the left great toe having a 
constriction at its base giving an ainhum-like appearance. 


ACRODERMATITIS CHRONICA ATROPHICANS. Presented by Dr. B. L. Kann. 


This white woman, aged 63, a peddler, was admitted to the Mount Sinai 
Hospital, service of Dr. A. Strauss, on July 24, 1922, with an erythematous 
eruption involving the face, forehead, cheeks, chest and upper and lower extremities. 
The eruption was associated with severe itching. A diagnosis of atrophy of the 
skin was made, and after a few visits to the clinic, resulting in some relief from 
the itching, the patient stayed away until 1934. The eruption now involves the 
same symmetrical locations. On the upper extremities it commences in the middle 
of the arm and extends downward, including the dorsum of the hand. The skin 
of the forehead, face and upper part of the neck and chest is atrophic and shows 
numerous dilated capillaries and generalized thinning and wrinkling, with numerous 
scars on the forearms. There are dilated veins and varicosities of the lower 
extremities. The laboratory studies gave essentially negative results. 


DISCUSSION 
Dr. D. M. Sipticx: I subscribe to the diagnosis of acrodermatitis atrophicans. 


Dr. G. V. Kutcuar: In Strassburg I observed two cases pointed out by 
Pautrier, who was much interested in this type of case and felt that the condition 
falls in the category of the Pick-Herxheimer syndrome, namely, chronic idiopathic 
atrophy on a syphilitic base, although the serologic reactions may be negative. 
In the case presented by Dr. Gilman there is a history of syphilis. 

Dr. B. L. Kann: The question arises as to how much the occupation had 
to do with the patient’s condition. She was exposed to the weather for practically 
twelve or fourteen hours a day in all seasons of the year. While the exposed 
parts present this atrophic condition, the skin over the rest of the body is normal. 
There is no syphilitic background. 


A Case For D1acNosis (TUBERCULOsIS?). Presented by Dr. H. J. Smirn. 


This white boy, aged 10 years, complains of an almond-shaped, hard, fibrous 
nodule on the undersurface of the chin and of a dime-sized nodule or group of 
papules on the anterior surface of the chin. There is a slight purulent discharge 
from the larger nodule, and necrotic fibrous material is present in the central 
portion. Smears of the discharge and of the necrotic material from the large 
nodule showed several clumps of gram-positive cocci. The smears revealed no 
fungi. Cultures on both Sabouraud’s test medium and a biologic medium failed 
to reveal organisms. Biopsy on material from the nodule on the point of the chin 
showed tuberculosis. 

DISCUSSION 


Dr. ABRAM StrAuss: When I examined the patient I thought that the 
lesions on the chin were fairly typical of lupus vulgaris, and I associated the ones 
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n the chin with the keloid-like nodule underneath and thought the whole condi- 
tion was lupus. There may be some sinus infection. The nodule felt like a fibrous 
jump under the skin and may have a connection with one of the glands. 

Dr. F. D. WerpmMan: In the dermatologic ward at the Philadelphia General 
Hospital there is a colored boy, whom several of the members present will recall, 
who has five or six lesions on his face. He was shown before this society and 
also seen at the University Hospital. At that hospital the condition was thought 
to be lupus vulgaris. Since the patient has been in the Philadelphia General 
Hospital the lesions have developed into sacs of pus. The condition looks like 
tuberculosis colliquativa. That is the picture that Dr. Smith’s patient shows. 

Dr. D. M. Pittsspury: In the case of the boy referred to by Dr. Weidman 
the original lesion followed an injury. I was struck with the similarity of this 
keloid-like growth under the chin to lesions presented by that boy. The suggestion 
that some of the lesions may be tuberculosis colliquativa seems good. 

Dr. D. M. Srpiticxk: Dr. Pillsbury’s statement recalls to my mind a child, 
aged 4 years, who had two lesions on the face, the first one having developed 
following an injury. She was brought to the hospital, where a second lesion of 
tuberculous nature developed. Trauina may have had something to do with the 
appearance of the new lesion. 


Dr. R. A. Puitiips: I went definitely into the history as to trauma, but there 
was none. 


A CAsE FoR Dracnosis. Presented by Dr. S. S. GREENBAUM. 


This man, aged 30, had a chancre on the penis six years ago, with no history 
of a secondary eruption. He now presents a generalized, scaly, erythematous, 
slightly itchy eruption with a sharply marginated band of apparently normal skin 
around the lower part of the chest of four years’ duration. He also has vegetating, 
split papules in the corners of the mouth of one and one-half years’ duration. 
The laboratory examinations of scrapings for fungi gave negative results on two 
occasions. The Wassermann reaction of the blood was strongly positive. 


DISCUSSION 


Dr. F. D. WetpMAN: The patches are remarkably extensive and sharply 
marginated. I think that there is a possibility that the eruption is erythema 
pityriasicum disseminatum et en plaques of Brocq of a particularly superficial 
variety. There are also some minute scaly papules in the patches which suggest 
parapsoriasis of Juliusberg. 

Dr. ABRAM STRAUSS: Has the patient received antisyphilitic treatment? 

Dr. S. S. GREENBAUM: He has received two doses of bismuth in the course 
of a month, with a slight effect on the papules. 

Dr. ABRAM StRAuss: I made a diagnosis similar to Dr. Weidman’s namely, 
pityriasis en plaques disseminata. 

Dr. D. M. Pittspury: Does the itching argue against that diagnosis? 

Dr. ABRAM StTRAuss: No. 

; Dr. S. S. GREENBAUM: The man unquestionably has syphilis, but the super- 
ficial, scaly, slightly inflammatory, well marginated eruption on the trunk and leg 
I thought would probably prove to be an epidermomycosis. However, a search 
for fungi was made twice without avail. The condition may be parapsoriasis. 

Dr. D. M. Srpticx: I think that the distribution of the lesions speaks against 

a mycotic origin. The face as well as the trunk and extremities is involved. 


GRANULOMA RuBRUM NASI OR KERATOSIS FOLLICULARIS. Presented by Dr. 
S. S. GREENBAUM. 


This colored girl, aged 17, presented a flat keratosis follicularis on the back 
f the neck of six months’ duration. The laboratory findings were negative. 
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DISCUSSION 

Dr. ABRAM StRAuss: I think that ordinary eczema on the back of the neck 
in colored people often closely resembles lichen planus. 

Dr. D. M. Srptick: Recently I examined about six hundred colored school 
children, and I was struck with the fact that many presented similar follicular 
keratoses. I do not think that any significance need be attached to these eruptions. 
They do not constitute an entity. 

Dr. F. D. WertpMAN: Against a diagnosis of granuloma rubrum nasi is the 
fact that there is no redness and that the nose is dry and scaly. The nose drips 
with sweat in that condition. 

Dr. S. S. GREENBAUM: I am presenting the patient because there is a 
granular condition on the tip of the nose similar to granuloma rubrum nasi but 
without the redness or hyperhidrosis usually seen in that condition. 


A Case For Dracnosis (LICHEN PLANUS?). Presented by Dr. Stmon Karz. 


This Italian boy, aged 14, reported to the dermatologic clinic at the Mount Sinai 
Hospital on April 14, 1934, complaining of an eruption on the forehead, nose, 
cheeks and chin, behind the ears and on the trunk, accompanied by occasional 
itching. About two months ago he noted a pruritic eruption over the forehead 
which gradually spread to the nose and other locations. His family doctor 
prescribed a “brown salve,” which was not of any benefit. Examination revealed 
that the eruption on the face was somewhat depressed and brownish, had an annular 
border and was slightly elevated and somewhat scaling. On the trunk and behind 
the ears there were a number of flat, slightly purplish, shiny papules. The 
laboratory findings were negative. 

DISCUSSION 

Dr. C. S. Wricut: This boy has lesions on the arms and legs which look 
like lichen planus, and I think that the lesions on the face can be diagnosed as 
annular lichen planus. 

Dr. D. M. Pittssury: I believe the facial lesions to be lichen planus 


sclerosus et atrophicus. 
Dr. J. V. Kiauper: I think that the condition is lichen planus atrophicus. 


ACANTHOSIS NIGRICANS; CARCINOMA OF THE STOMACH. Presented by Dr. D. M. 

PILLSBURY. 

This white woman, aged 55, was apparently well until five years ago, when she 
sustained a slight “stroke”; there were no residual signs except difficulty in 
swallowing, which has persisted until the present time. Three months ago the 
patient began to lose weight and complained of burning and itching, limited to the 
trunk. No scratch marks have been observed. Over the nape of the neck and 
in the axillae there is a velvety, verrucous hyperplasia of the skin with marked 
brownish-black pigmentation. Roentgen examination of the stomach revealed a 
large defect in the middle third of the posterior wall. A small mass can be palpated 
in this region. There is beginning hyperpigmentation under both breasts. The 
mucous membranes of the mouth are normal. There is some pigmentation of 
the vulva. 

A blood count showed: red cells, 2,600,000; hemoglobin, 46 per cent, and white 
cells, 7,500, with a normal differential count. The van den Bergh reaction was: 
indirect, delayed; direct, 1.2 units. A gastric analysis showed absence of free 
hydrochloric acid. Roentgen examination of the gastro-intestinal tract showed some 
impairment of the swallowing function, with definite puddling in the vallecula. 
The stools consistently revealed occult blood. 


DISCUSSION 
Dr. D. M. Pittssury: A feature of interest is the marked itching on the 
trunk, and I am wondering if any one has seen itching described in association 
with acanthosis nigricans. The patient has mild jaundice, clinically not recog- 
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nizable. I considered also the possibility of the patient’s having a Plummer-Vinson 
syndrome, namely, dysphagia, anemia and achlorhydria. 

Dr. F. D. Werpman: I agree with the diagnosis as presented and I think 
that the scantiness of pigment should be emphasized. 

Dr. D. M. Sroticx: All of the cases of acanthosis nigricans in adults that 
have been reported have shown a large amount of pigmentation. The verrucous 
expressions are marked. I observed an adult with this condition whose only 
reason for coming to the clinic was intense itching. 


Vititico. Presented by Dr. J. V. KLAupER. 


This Negress, aged 47, began to have white spots on the hands sixteen years 
ago. The condition gradually spread, and at the present time the entire body is 
white except for a few scattered areas of normally pigmented skin on the upper 
part of the chest and the back. The skin of the face is normally pigmented except 
for two large blotches of vitiligo. The patient is being treated with the grenz rays. 


DISCUSSION 

Dr. ABRAM StRAuss: The patient has well formed lunulae, which shows the 
presence of white blood, and this may have had something to do with the 
depigmentation. 

Dr. F. D. WerpMANn: This patient underwent an abdominal operation a number 
of years ago. I saw rapid and extensive development of vitiligo in a Negress 
immediately after the application of radium in the uterus. It occurred so promptly 
that it seemed almost certain that the application of radium had some etiologic 
relationship. 

Dr. D. M. Pitissury: I was struck by the degree of persistent partial 
depigmentation in the “bathing suit” distribution over the upper part of the chest 
and back and the upper parts of the arms. 


PAPULAR URTICARIA WITH DEPIGMENTATION. Presented by Dr. ABRAM 
STRAUSS. 


This white boy, aged 7 years, was referred by a pediatrician who had been 
treating him for chorea. The patient was taking large doses of solution of potassium 
arsenite, and it was thought that medication had some bearing on the eruption, 
which consisted at first of multiple vitiliginous areas. The boy now has numerous 
red papules. 

DISCUSSION 

Dr. F. D. WetpmMan: I take it for granted that the depigmentation is due 
to the arsenical therapy given for the chorea. 

Dr. ABRAM StrRAuss: I think that this depigmentation is of a type which 
cannot be ascribed to arsenic. The lesions seem depigmented. The condition is 
rather unusual because of the widespread depigmentation. I do not think that 
the arsenic had any influence on the eruption. When the patient first presented 
himself a week ago he showed nothing but depigmentation. Tonight he has a 
number of papules. 

Dr. F. D. WerpMan: I did not study the pigmentary phase particularly; I 
paid more attention to the papules. Some are hard and scaly, which makes one 
think of pityriasis lichenoides chronica. However, the history of an acute outbreak 
and the acutely inflammatory papules now present make the diagnosis of dermatitis 
lichenoides et varioliformis acuta extremely probable. I could not find any vesicles, 
although Dr. Sidlick and I both thought that there were suggestions of some 
in connection with some papules the tops of which were scratched off. In any 
event, this would be a very early case, too early for scarring to be present. The 
patient should be watched further for the development of vesicles and other 
features of dermatitis lichenoides. 
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Dr. ABRAM STRAUSS: The mother tells me that some time ago the child 
had a generalized papular eruption. That made me think of a papular urticaria 
with resulting depigmentation. 


LicHEN PLanus ERYTHEMATOSUS (CROCKER). Presented by Dr. J. V. Krauper. 


This man, aged 52, presents on the dorsum of the right hand a patch measuring 
8 by 4 cm. and on the right wrist a similar patch 6 by 3 cm. The patch on the 
hand is sharply marginated and bluish red. Its surface is lichenoid; when viewed 
at an angle it presents a flat, shiny appearance. In some areas there are discrete, 
lichenoid papules. The surface is slightly scaly. The patch on the right wrist 
is similar except that it is less sharply marginated. The periphery of the patch 
is composed of linear red lesions suggestive of telangiectasia and presents a retiform 
appearance. Pressure with a glass slide over the margins of a patch causes disap- 
pearance of the lesion, whereas, in the central and most pronounced part of the 
patch there is a brownish discoloration. The duration of the lesions is five months. 
There are no subjective symptoms. The rest of the skin is normal. The mouth 
and throat are essentially normal. Examination of the scales from the patches for 
fungi gave negative results. There is tinea of the toes. The patient has hyper- 
tension and myocardial damage, as revealed by electrocardiographic studies. He 
also has slight edema of both lower legs. 


DISCUSSION 

Dr. ABRAM StRAUuSS: I offer a diagnosis of lupus erythematosus. 

Dr. D. M. Srpticx: I agree with Dr. Strauss. The patient has similar 
lesions beside the nose and in the immediately adjacent areas which suggest lupus 
erythematosus. 

Dr. C. S. Wricut: I saw a patient of Dr. Keim’s from Detroit, who had 
been seen by Drs. Ormsby and Wile also, who had lesions almost identical with 
these; the condition was diagnosed as lupus erythematosus. The diagnosis of 
lichen planus erythematosus did not occur to me, and I agreed with that of lupus 
erythematosus. There was some improvement under treatment with gold arsphen- 
amine. Recently I had a letter from Dr. Keim to the effect that the condition had 
reached a certain stage and would not improve any further. 

Dr. F. D. WempMan: There is a purplish color which makes me think of 
annular lichen planus. 

Dr. J. V. Kitauper: The lesions on the back of the hand have a definite 
lichenoid appearance unlike anything seen in lupus erythematosus. If one is 
willing to diagnose the lesions as lupus erythematosus or as lichen planus it must 
be admitted that the condition is a distinct form of the disease, and that approaches 
the conception of lichen planus erythematosus. I believe that the lesions answer 
Crocker’s (Diseases of the Skin, ed. 3, Philadelphia, P. Blakiston’s Son & Co., 
1903) description of this disease, as well as a more recent description by C. D. 
Freeman (Arcu. Dermat. & Sypu. 13:489 [April] 1926). They impress me 
as lichen planus superimposed on lupus erythematosus. The papules are lichenoid, 
soft to the touch and purplish red; portions of the lesions can be obliterated by 
pressure, and the patch on the wrist is telangiectatic. These features are char- 
acteristic of lichen planus erythematosus 


A Case For D1acnosis. Presented by Dr. J. V. KLAupErR. 


This Negress, aged 18, presents scattered scaly papular lesions on the trunk. 
The lesions are symmetrical and sparsely distributed over the anterior surface of 
the trunk and the thighs. The flexor surfaces of the arms are exempt. The lesions 
on the legs are much larger and are crusted and ecthymatous. Some have a 
collar of scales. The lesions are infiltrated. Some of them, particularly on the 
neck and back, are soft and jelly-like. There are several similar lesions on the 
perineum and one on the vulva. The left cornea is hazy, and there are mutton 
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fat-like areas of opacities. There are a few lesions on the face. The posterior 
and anterior cervical lymph nodes are the size of almonds; the epitrochlear lymph 
nodes are not involved; the inguinal nodes are palpable. The throat is mildly 
congested, and the tonsils are embedded. There is mild clubbing of the fingers. 
The patient’s temperature is 99 F. 


DISCUSSION 


Dr. D. M. Srpticx: This case is similar to one shown at the Jefferson 
Medical College Hospital three months ago. The diagnosis was disseminated 
tuberculosis of the skin, which was supported by the results of histologic study. 


Dr. C. S. Wricut: I think that this case bears a strong resemblance to cases 
presented here before, some by Dr. Klauder. I agree with the diagnosis of dis- 
seminated tuberculosis. The condition looks like the result of the same sort of 
dissemination of organisms that takes place in secondary syphilis. 





VAUGHN C. Garner, M.D., Secretary 
Regular Meeting, Sept. 21, 1934 
Ropert L. Grman, M.D., President 


Le1omMyoMA Cutis. Presented by Dr. THomas ButTTerworrtH. 


In March 1934, this Italian man, aged 55, noted a dull red, firm nodule on 
the antitragus of the right ear. In a few weeks scattered nodules appeared on 
the face, trunk and extremities. Additional pinhead-sized blue papules appeared 
on the anthelix of each ear. Round or oval, firm, pink to bluish nodules of 
varying size, some being as large as a pea, are now seen on the nose, eyebrows, 
antitragus of the left ear, right flank, right buttock, undersurface of the penis 
and backs of the forearms. On the backs of the forearms there are also groups 
of flat violaceous papules with a tendency toward plaque formation. The lesions 
have never been painful. The nodules are increasing in size and number. No 
lesion has been observed to disappear spontaneously. The patient has no other 
complaints. The general physical examination gave negative results. The past 
medical, family and social history are of no significance. 

A nodule was removed from the trunk, and sections were stained with hema- 
toxylin and eosin and with Van Gieson’s stain. The nodule was well defined. 
The epidermis over the lesion was thin, and the normal wavy line of the rete had 
been effaced by upward pressure. There was slight hyperkeratosis. Between 
the epidermis and the mass of the nodule there was a thin band of collagen and 
elastic tissue, and these elements extended for some distance into the nodule. The 
nodule consisted of bundles of smooth interlacing muscle fibers. Here and there 
small groups of round cells were seen between the muscle bundles, particularly 
toward the periphery of the nodule. In the sections studied no connection between 
the fibers of the nodule and a hair follicle was discernible. 


DISCUSSfON 


Dr. C. S. WricHt: I am not able to arrive at a diagnosis of leiomyoma from 
the clinical appearances. I consider the condition clinically as a malignant 
melanoma. 


Dr. F. D. WempMANn: There can be no question as to the diagnosis from the 
standpoint of the histologic structure. 


Lupus Vurcaris. Presented by Dr. Donatp M. PILissury. 


This boy, aged 6 years, presents a brownish-red infiltration of the tip of the 
nose in which individual erythematous nodules can be seen. On the upper lip 
there is a mild eczematoid dermatitis. Pressure with the diascope reveals several 
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typical apple jelly nodules. The process began four months ago, and there has 
been a gradual extension of the lesions. The patient’s mother states that about 
one year ago a swelling of the internal surface of the nostrils was noted which 
disappeared in one month. General physical examination revealed no evidence 
of tuberculosis or other pathologic condition. Roentgenograms of the chest and 
complete examinations of the nose and throat have not yet been made. A test 
with old tuberculin and serologic tests of the blood have been negative. No 
material has been obtained for biopsy. 


Note.—Roentgenograms of the chest demonstrated tracheobronchial tuberculosis. 


DISCUSSION 
Dr. S. S. GREENBAUM: I agree with the diagnosis. 
Dr. F. D. WetpMAN: The lesions resemble the variety of tuberculosis called 
lupus tumidus. 
Dr. J. H. Stokes: I am not satisfied that the condition is lupus vulgaris. It 
belongs in the general group of tuberculous lesions, but I am not yet sure whether 
it is true tuberculosis. 


ALopeciA AREATA. Presented by Dr. HERMAN BEERMAN. 


This 14 year old girl on admission was moderately well nourished; she showed 
several carious teeth, enlarged tonsils, absence of the eyebrows and total baldness 
over three quarters of the scalp. The loss of hair began six years ago and was 
followed by a regrowth. Two years ago the hair began to fall out again, and in 
spite of intensive ultraviolet irradiation, the use of many ointments and other 
forms of treatment there has been no satisfactory response. On May 2, 1934, 
treatment with di-hydroxy anthranol, 0.25 per cent, was begun; in two 
weeks the dose was increased to 1 per cent. Medication with this ointment 
was combined with ultraviolet irradiation, and within three months there was 
hair over almost the entire scalp. Serologic tests of the blood were negative. 


DISCUSSION 


Dr. C. S. Wricut: Dr. Schamberg always treated these patients locally with a 
derivative of chrysarobin. He claimed that he secured better results than with the 
application of any other medicament. The drug is used in a strength of from 
1 to 5 grains (from 0.06 to 0.3 Gm.) to 1 ounce (31.1 Gm.) of petrolatum. 


CANALIZING Cystic Acne (A CASE FoR THERAPEUTIC SUGGESTIONS). Presented 
by Dr. GotpBerc and Dr. JoHN H. STOKEs. 


This boy, aged 16, presents cystic, canalizing, deeply erythematous lesions on 
the face, folliculopustular lesions on the scalp and marked scarring over the 
occipital region. The heart and lungs are normal. The condition has been present 
for one year. The treatment has consisted of roentgen therapy (334 skin units), 
ultraviolet irradiation, a diet with a high vitamin content, treatment with autog- 
enous vaccine in increasing doses, from 0.1 to 0.5 cc. twice weekly for the past 
two months, and eight injections of ‘colloidal manganese, 2 cc. weekly. Liver 
extract has been used recently. During the past month, while the patient was 
under treatment, folliculopustular lesions developed on the scalp with a rather 
striking alopecia. Chlorhydroxyquinoline has been applied to the lesions with good 
results, but the alopecia continues. Serologic tests of the blood were negative. 
Culture of tissue from the lesions showed Staphylococcus albus (haemolyticus). 
Examinations of the urine and blood have given negative results. 


DISCUSSION 
Dr. R. L. Girman: The boy told me he had lost 24 pounds (10.9 Kg.) in weight 
in the last two or three months. I do not know whether the loss of weight is 
the cause or the effect of the cutaneous condition. 
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Dr. J. H. Stokes: I have seen marked loss of weight accompany this type 
of acne, which used to be called acne cachecticorum. 

Dr. S. S. GREENBAUM: The cystic abscesses should be thoroughly opened and 
swabbed with a mild antiseptic. 

Dr. J. H. Sroxes: I have conscientiously tried incising such lesions and 
swabbing out the sacs, and I was finally led to abandon all surgical intervention 
and to depend entirely on roentgen therapy or on constitutional reenforcement 
of the patient. This boy has a number of abscesses on the scalp, and the two 
types of lesions make an interesting combination. 

Dr. E. F. Corson: The older dermatologists, as I recall, used to advocate 
the use of cod liver oil. 

Dr. J. H. Stokes: The patient is taking cod liver oil, food rich in vitamin D 
and liver extract. 

Dr. S. S. GREENBAUM: Dr. Walter Highman always strongly advised surgical 
procedures in cases of this sort. 


UNILATERAL ACRODERMATITIS CHRONICA ATROPHICANS. Pre ented by Dr. VAUGHN 

C. GARNER. 

This Austrian woman, aged 45, presents an extensive violaceous, glistening 
cigaret-paper atrophy of the skin of the entire right leg and thigh, the involved 
area being sharply demarcated from the normal skin at the groin and right gluteal 
fold. A conspicuous venous tracery is visible over the affected extremity. General 
physical examination gave negative results, and the general health is excellent. 
The patient recently consulted me following a suggestion made at a clinic for 
varicose veins and inquired as to the advisability of treatment by injections. She 
stated that the atrophic dermatitis of the right leg began forty years ago when 
she was a girl of 5; at the time she was living in Austria. It cannot be elicited 
at what site the process began, but it gradually extended, and within a few years 
it involved the entire leg and thigh. The skin of the left leg and thigh is normal 
in every respect. The patient is married, has five living children and states that 
she has had no miscarriages. Serologic tests of the blood have been negative. 


DISCUSSION 

Dr. C. S. Wricutr: If I had known that this patient was to be presented 
tonight I should have brought a photograph of a patient in whom the atrophy was 
limited to one arm. I was never able to get that patient to come back to the 
clinic for further study. I have wondered whether this localized type of acro- 
dermatitis chronica atrophicans is a rare condition or whether it merely represents 
the first point of attack and will gradually spread over the rest of the body. 

Dr. Patricia Drant: I showed a patient with atrophy similar to this in 
1925, but, as I remember, the involvement was bilateral, both legs being affected. 
The patient was a woman aged 55 or 60. Her skin did not show the roughness 
and scaling exhibited by this patient. 

Dr. F. D. WemMaNn: There are some sclerodermatous areas in addition to 
the atrophic ones (a combination which Pautrier has emphasized), and I believe 
that there is a great deal in common in the fundamental pathology of the two 
conditions. It may be that there is a difference only of degree, the damage being 
not quite as great in dermatitis atrophicans as in scleroderma. My colleagues and 
I have studied a girl with a rather recent unilateral scleroderma of one arm; 
we gave her atropine for the purpose of relaxing, possibly, any contracted vessels, 
and on her own initiative massage and baking were practiced, but these measures 
were without effect on the sclerotic phases of the process. However, the condition 
did not progress, and even the pigmentation became less marked under the atropine 
therapy. 

Dr. V. C. Garner: I have reviewed briefly the literature of the last twenty 
years on the unilateral distribution of acrodermatitis, and the only two cases which 
were at all comparable were one reported by Cannon and the case of Dr. Drant. 
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In the literature there are a number of scattered reports of cases in which the 
process affects an upper extremity, but a unilateral process in the lower extremities 
appears to be extremely rare. I doubt that the process will spread in this case, 
as it has remained localized in the one extremity for the past forty years. 

Dr. E. J. Corson: I recently saw a patient with a similar condition referred 
from the clinic for varicose veins. 


A Case For Diacnosis. Presented by Dr. Epwarp F. Corson. 


This man, aged 34, was first seen on Aug. 27, 1934. He had been indulging 
freely in alcohol at about the time of the original outbreak of an eruption, but 
there was no history of the ingestion of drugs. He had been successfully vaccinated 
in the early part of the summer. About August 1, the eruption appeared as an 
itchy rash twenty-four hours after he had been lying under a tree. About two 
hundred lesions erupted simultaneously. No new ones have developed, and no 
old ones have disappeared while the patient has been under observation. The 
lesions were almost identical in size, and all were umbilicated. The trunk was the 
main seat of the outbreak, but upper portions of the extremities were also involved. 
The lesions tended to cluster in the umbilicus, axillae and genital region. Pustula- 
tion and vesiculation have occurred to a limited extent in the center of the lesions. 
In either process the amount of fluid has always been small. The lesions have 
flattened, paled, dried and become somewhat lichenoid. The urine showed a faint 
trace of albumin and a few hyaline casts but no sugar. The Wassermann and Kahn 
tests were negative. A complete blood cell count was within normal range, and the 
blood sugar was 91 mg. per hundred cubic centimeters. A biopsy section was 
presented. 

DISCUSSION 


Dr. W. O. Roop, Atlantic City, N. J.: Clinically, this appears to me to be a 
rash due to a drug. The man says that he drank strong liquors, even denatured 
alcohol ; but I do not believe that his statement is reliable. The eruption may be 
due to a bromide; he may have used a bromide for sobering up. 

Dr. S. S. GreenBAuM: I agree with Dr. Roop that a chemical in the liquor 
or in a drug ingested may be a causative factor. I distinctly recollect seeing a 
patient with an eruption somewhat like this which followed a debauch of gin; 
the eruption lasted several months. This patient’s lesions have been present for 
six weeks, and I am inclined to make a diagnosis of a toxic chemical eruption. 

Dr. J. H. Stokes: I confess that I am unable to diagnose this condition from 
the information at hand. I seriously considered the possibility of one of the hyper- 
trophic forms of lichen planus, and also of Habermann’s syndrome. The eruption 
resembles diabetic xanthoma, but I understand that the patient is not diabetic. 
I confess that I am stumped. 

Dr. D. M. Pirttspury: I was not able to make a definite diagnosis, but that 
of xanthoma diabeticorum seems worthy of consideration. Patients with that 
condition may not consistently show urinary sugar, and the color of the lesions, of 
course, is often not xanthomatous. 

Dr. F. D. Wermman: I do not know what the condition is. However, the 
lesions called to mind a varioliform involvement, and even before I looked at the 
chart I asked the patient whether he had been vaccinated recently. He was vac- 
cinated two months ago. Stelwagon has written about postvaccinal eruptions. 
I thought of an eruption due to a drug. It is a simple matter to test the urine 
for bromides and iodides; the tests for both of these substances can be made in 
fifteen minutes. 

Dr. S. S. Greensaum: I do not think that the eruption is due to bromides. 
I considered Habermann’s disease, but the resemblance is very slight. You will 
recall that I presented two patients with such an eruption before the society several 
years ago; in both new lesions developed from day to day. Besides, neither of 
the patients’ lesions showed infiltration such as these lesions present. 

Dr. Herman BeerMAN: I have a patient, whom I shall show later, who 
definitely has been taking bromides, and yet no trace of the drug could be found 
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in the urine. The test is reliable because a control test was made and bromide 


was found. Thus one may have bromoderma without evidence of bromide in 


the urine. 

Dr. E. F. Corson: The patient had had the eruption four weeks when I first 
saw him, and the vaccination mark appeared fresh, as though the scab had not 
been off very long; thus there is a possibility that the malady is a peculiar post- 
vaccinal lesion. The patient agrees with Dr. Roop and Dr. Greenbaum. He 
says that the eruption is due to the different kinds of alcohol he has taken. 


A CAsE For DracGnosis. Presented by Dr. SIGMUND GREENBAUM. 


This man, aged 62, shows a hypertrophic, ulcerating, indurated mass with 
satellite adenopathy and sinus formation on the right cheek near the angle of the 
mouth, of seven days’ duration. There is a questionable mass in the right upper 
quadrant. Pus from the lesion shows mycelial strands in a gram-positive stain. 
Sulphur granules have not been demonstrated. Other studies have not yet been 
reported. 

DISCUSSION 

Dr. S. S. GREENBAUM: I want to add that the patient was first seen only 
three days ago, and there has been no time to make cultures. A biopsy has 
not been made. 

Dr. J. H. Stoxes: I do not credit the story. I regard the lesion as bacchic 
in character, influenced by potations. There is one thing to consider, namely, 
anthrax. 

Dr. S. S. GREENBAUM: I did not consider that condition. The anthrax I have 
seen has not been associated with abscesses. 

Dr. J. H. Stokes: I have seen one case in which the infection was due to a 
shaving brush. The patient was in good condition. He had a palpable spleen, 
but he was well except for a crateriform ulcer on the cheek. 

Dr. V. C. Garner: I believe from clinical data that the lesion is a squamous 
cell carcinoma. 

Dr. F. D. Wempman: I think that it will prove to be cancer. 

Dr. S. S. GREENBAUM: I shall not be surprised if it is found to be cancer. 

Nore.—The subsequent history showed that the lesion was cancer. 


Pseuposycosis VuLGaRIsS. Presented by Dr. SIcmMuND GREENBAUM. 


This Negro, aged 24 years, presents an eruption which began after he com- 
menced shaving about ten years ago. He presents numerous pinpoint and larger 
follicular papules; at times these show pustulation. 


DISCUSSION 

Dr. S. S. GreenspaumM: I am presenting this man because in the last fifteen 
years I have seen a number of cases of this sort in Negroes which simulate ordinary 
coccogenous sycosis, but I believe that they are due to a foreign body reaction. 

Dr. J. M. ScuitpKraut, Trenton, N. J.: Was any fibrous tissue seen in the 
section? I mention that because in the state prison in New Jersey all the colored 
convicts have this trouble, and many of them would like to get rid of it. I have 
always attributed the eruption to shaving. 

Dr. S. S. GreensAumM: I did not find any fibrous tissue in the section. 


TropHic Dermatitis. Presented by Dr. Joun H. SToKEs. 


This woman, aged 40, is pale, listless, well developed and well nourished and 
presents the following findings: a band of dermatitis on the left side of the face 
from the ear to the chin, stopping sharply at the median line, left unilateral scaling 
of the lower lip, suggestive local adenopathy on the left, moderate pyorrhea 
alveolaris, paralysis of the seventh nerve on the left and anesthesia of a dermatitic 
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patch with slight hyperesthesia at the margin. The appearance of the eruption was 
preceded by bilateral parotitis and paralysis of the seventh nerve on the left side. 
There are constant ache and rare stabbing pains in the affected area. The serologic 
tests of the blood have been negative. The study of the blood shows no abnormal- 
ities. This patient will be reported on in detail later as presenting trophic dermatitis 
with refractoriness to histamine after injury to the fifth nerve. The case is of the 
type reported by Becker from my service at the Mayo Clinic. 

Dr. W. O. Roop, Atlantic City, N. J.: Does Dr. Stokes expect the skin to 
return to a normal condition? 


Dr. J. H. Stokes: I have not committed myself to any decision. The patient 
has improved a great deal, but I do not say that she will return to normal. Becker’s 
patient never became normal. Dr. Wilson made a neurologic examination and 
suggested section of the nerve if the patient did not improve, but she has improved 
without that. There is some atrophy about the eye. The left eye has settled back 
a little, and there is some loss of fat, but that is due partly to roentgen therapy. 
The eyebrow and eye on the other side are normal. But one can see clearly 
that the eye does not completely fill the orbit. 


3ROMODERMA. Presented by Dr. Leonarp E. ANpeRSON and Dr. JoHn H. STOKEs. 


This girl, aged 17, is well developed and does not appear acutely ill. The 
general examination gave negative results. There is a generalized eruption con- 
sisting of unilocular yellow-capped pustules in all stages of development, the largest 
being about 1 cm. in diameter. On the face and arms there are excoriations and 
some crusting. The patient has been known to have diabetes for the past five 
years. About two months ago sodium bromide was given for “nervousness.” Two 
days later an eruption similar to the present one appeared. This cleared under 
local treatment when the medication was discontinued. About one week ago 
“nerve medicine” was again given by another physician (10 grains [0.65 Gm.] of 
sodium bromide four times a day). Two days later the present eruption appeared. 
The blood cell count is normal except for 14,200 white blood cells. The urine shows 


a high sugar content but is negative for bromide and iodide. The results of the 
serologic tests of the blood have not been reported. 


DISCUSSION 
Dr. HerMAN BEERMAN: The tests for bromide and iodide in the urine were 
negative in spite of the fact that in the history it is definitely stated that the patient 
received sodium bromide just prior to the onset of the eruption. No bromide 
was liberated in the urine under sodium chloride therapy. 
Dr. F. D. WetpMAN: I suppose that the eruption is a reaction presumably 
peculiar to the tissues of this patient whereby the halogen is more firmly fixed. 
I wonder whether an analysis of the contents of the blebs would be helpful. 





CLEVELAND DERMATOLOGICAL SOCIETY 
J. R. Driver, M.D., Reporter 
Regular Meetings, April 26 and May 24, 1934 


SiwneY Littman, M.D., Presiding 


LYMPHOBLASTOMA OF THE MouTH IN A CASE OF TERTIARY SYPHILIS. Presented 
by Dr. W. H. Connor. 


This Negro, aged 35, from the service of Dr. Cole and Dr. Driver at the City 
Hospital, contracted syphilis eight years ago but received no treatment until June 
1933, at which time he noted that his gums had become swollen and tender and 
bled easily. Within a few weeks the entire mouth became very sore, and hoarseness 
developed. The blood showed a strongly positive Wassermann reaction. The 
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patient then received two injections of neoarsphenamine. The lesions of the mouth 
became progressively worse, and he was admitted to the City Hospital on Feb. 14, 
1934, at which time a tentative diagnosis of Vincent’s angina was made. 

The general physical examination gave essentially normal results with the 
exception of a whitish opacity of the pupil of the left eye, due to trauma, and 
a slight systolic murmur over the apex and the base of the heart. 

Examination of the mouth revealed a striking picture: There were large 
granulomatous, flat, tumor-like masses, approximately 1 cm. in thickness, prac- 
tically covering the buccal surfaces on both sides. A similar lesion, about 3 cm. 
in diameter, was located on the soft palate, and on the alveolar surface, just back 
of the lower incisor teeth, was a smaller mass. These masses were dull red, 
with some areas of superficial ulceration on the surfaces. In places the edges were 
overhanging, and the bases of the tumors were sessile. The extent of these growths 
made talking difficult. Occasionally there was a slight elevation of temperature, 
which was regarded as due to absorption from the ulcerated areas. 

The Wassermann test of the blood was strongly positive. Examination of the 
spinal fluid gave strongly positive results and showed 13 cells, a positive reaction 
for globulin and a colloidal gold curve of 5554332100. The blood cell count 
revealed: red cells, 4,400,000; white cells, 12,800; differential count, essentially 
normal. 

Biopsy was made on three occasions. The first examination was reported as 
showing chronic granuloma, possibly of syphilitic origin, and subsequent ones, 
as revealing lympho-epithelioma (Regaud) and also lymphoblastoma. A section 
from the latest biopsy specimen is presented. This shows a uniform, diffuse 
infiltrate involving the entire corium and subcutaneous tissue, consisting of mono- 
nuclear cells and in some areas dense collections of Langerhans’ giant cells. There 
is some suggestion of beginning necrosis in other areas. No endothelial or plasma 
cells are seen. A diagnosis of lymphoblastoma has been made. 

The patient has received five injections of neoarsphenamine, ten injections of 
a bismuth preparation (biliposol in doses of 2 cc.) and potassium iodide by mouth, 
without any appreciable effect. 

DISCUSSION 

Dr. R. E. Barney: In view of the positive findings for syphilis in this case, 
one has to take into consideration the possibility that the manifestation is due to 
late syphilis, and certainly antisyphilitic treatment is justified. However, I favor 
a diagnosis of lymphoblastoma and suggest the possibility of mycosis fungoides. 

Dr. C. G. La Rocco: I saw this patient some time ago when he first came to 
the Charity Hospital. The appearance of the lesion was essentially the same as 
at the present time, although there was more purulent discharge from the gums, 
and following two injections of neoarsphenamine there was some improvement, 
which we interpreted as an effect on a possible Vincent infection secondary to the 
granulomatous lesion. No diagnosis, however, was made at that time. 


Dr. H. N. Core: This patient presents an interesting condition different from 
anything that I have seen. The extent of the granulomatous process is remarkable 
It is, of course, known that he has an old syphilitic infection, but in tertiary syphilis 
one would expect the lesions to be asymmetrical rather than symmetrical as they 
are in this case. Biopsy specimens taken recently show a definite lymphoblastoma 
structure. In addition to the antisyphilitic treatment it is planned to treat the 
condition locally by irradiation with filtered roentgen rays. 


GRANULOMA INGUINALE AND LYMPHOGRANULOMA INGUINALE. Presented by 
Dr. W. H. Connor. 


This Negro, aged 20, from the service of Dr. Cole and Dr. Driver at the City 
Hospital, noted on March 14, 1934, a firm, granular, papular lesion on the prepuce. 
About one week later there developed a swelling of the nodes of the right groin; 
at the end of three weeks, this swelling had become approximately the size of a 
hen’s egg. Repeated dark field examinations of smears from the penile lesion failed 
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to reveal Spirochaeta pallida. The Wassermann test of the blood was negative on 
three occasions. The Frei test was strongly positive. The penile lesion was 
removed by circumcision, and smears made from the lesions revealed many Donovan 
bodies. Treatment has been instituted, and to date the patient has received two 
injections of fuadin (antimony pyrocatechin disulphonate of sodium). 


DISCUSSION 


Dr. H. G. Misky1AN: There may be some question in this particular case as 
to whether the involvement of the nodes in the groin is lymphogranuloma inguinale 
or granuloma inguinale. Some authors contend that the early lesion of granuloma 
inguinale is an adenitis and that the skin becomes secondarily infected. I am 
under the impression that in some early cases of granuloma inguinale there is 
evidence that the nodes are involved first. It is not uncommon to see characteristic 
granulomatous lesions on the skin of the groin as the first manifestation of granu- 
loma inguinale. It is not difficult to imagine that perhaps this involvement was 
secondary to some involvement of the inguinal nodes. The characteristic spread 
of the beefy, granulomatous lesion along the groin and onto the perineum takes 
place by contiguity, doubtless owing to the discharge which contaminates these 
areas. The case is interesting, and I bring up the question merely as a point for 
discussion. 

Dr. H. N. Core: In my experience involvement of lymph nodes has not 
appeared as a primary factor in granuloma inguinale, and the fact that one finds 
early involvement of the nodes in the lymphogranuloma inguinale is an important 
point in differentiating the two diseases. In this case it is possible that the patient 
has a mixed infection. I believe that the lesion on the penis from which Donovan 
bodies were obtained was granuloma inguinale. There may be, at the same site, 
a primary lesion of lymphogranuloma inguinale, which is further manifested by the 
inguinal adenitis. 


CICATRICIAL ALOPECIA CONSECUTIVE TO ACNE DECALVANS (QuUINQUAUD). Pre- 
sented by Dr. H. G. MISKJIAN. 


This Armenian man, aged 38, has lived in the United States for twenty years. 
In June 1933, a follicular eruption, characterized by pustules, developed. At one 
time the eruption became fairly generalized over the scalp. This was associated 
with considerable loss of hair. Following the use of a 1 per cent solution of iodine 
in alcohol and a sulphur ointment the disease became inactive, leaving cicatricial 
areas. 

At present there is fairly extensive cicatricial alopecia limited to the vertex and 
occipital region. On the vertex it forms two bands about 1 inch (2.5 cm.) wide, 
which begin on the vertex and diverge widely to the hair line on the forehead in 
a V shape. On the occipital region there are several oval depressed, atrophic areas 
of alopecia, approximately 1 cm. in diameter. There are no active lesions at this 
time. When the disease was active the individual lesions were follicular, varied in 
size from that of a pinpoint to that of a pinhead and were covered with brown 
crusts. The hairs were broken off at the surface. When the crusts were removed 
the follicle appeared widened, with the hair stump dipping into it and easily removed. 
Examination of the hairs revealed no spores or mycelia. Cultures on Sabouraud’s 
medium also gave negative results. The Wassermann test of the blood was 
negative. No biopsy has been made. 


DISCUSSION 
Dr. H. J. ParKuHurst: The disease appears to me to be follicular and not 


necessarily of the nature of acne. I favor a diagnosis of folliculitis decalvans. 

Dr. H. N. Cote: In America dermatologic conditions of this type are usually 
considered under the terms folliculitis decalvans and pseudopelade of Brocq and 
regarded as two separate entities. In this case I favor a diagnosis of folliculitis 
decalvans. 
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Dr. H. G. Misxj1an: I presented this patient to illustrate the difficulty of 
making a diagnosis in these cases of cicatricial alopecia of the scalp. The diagnosis 
of acne decalvans was made on the authority of Darier. In this condition tiny 
pustules are present. One would necessarily have to consider the possibility of 
favus and lupus erythematosus. Favus can be ruled out by examination of the 
hairs and cultures and by the facts that the man has lived in this country for 
about twenty years and that no other member of his family has had any scalp 
trouble. During the active stage of the disease the erythematous character of lupus 
erythematosus was lacking. 


CyLInpROMA. Presented by Dr. H. N. Core and Dr. J. R. Driver. 


This white woman, aged 30, about seven years ago noticed a small growth on 
the top of the head which gradually increased to its present size of about 3 cm. in 
diameter. There have been no subjective symptoms, and there is no hair growing 
over the lesion. 

She now has a sharply defined, raised, somewhat convoluted, whitish tumor, 
about 3 cm. in diameter, with small venules on the surface. The tumor is firm 
and painless. There is no involvement of the lymph nodes. The tumor is movable 
on the scalp. 

A specimen taken for biopsy showed an epidermis which was very thick and 
atrophic, with a small amount of hyperkeratosis. The corium showed an extensive, 
deep invasion of cells which were arranged in groups and were surrounded by 
dense bands of fibrous tissue which showed some hyalinization. The outer layer 
of cells of these masses was columnar and showed deep-staining nuclei with 
mitoses. The central cells were suggestive of nevus cells, and many showed 
degenerative changes. The cell masses extended deeply into the corium, and there 
was a moderate degree of lymphocytic infiltration. A diagnosis of cylindroma 
(adenomatous nevus carcinoma) was made. 


FamiLy Epipemic oF SypuHitis. Presented by Dr. W. H. Connor. 


A family composed of the father, mother and nine children, ranging in age from 
2 to 13 years, has been involved in an unusual epidemic. Three members of the 
family are presented from the service of Dr. Cole and Dr. Driver at the City 
Hospital. 

A boy aged 13 has condylomatous masses about the anus, with mucous patches 
on the tongue and oral mucosae; in addition to an indurated fissure of the upper 
lip. The latter lesion has been present for over a month and is regarded as the 
primary lesion. Dark field examination of the condylomas revealed Spirochaeta 
pallida. The Wassermann test of the blood was strongly positive. There is a 
history of oral and anal sex contact with a male roomer in the home. Similar 
contacts have occurred with three sisters, aged 2, 8 and 11 years, respectively. A 
girl aged 8 shows an extensive indurated lesion of the vulva, with marked enlarge- 
ment of the inguinal nodes. No secondary lesions are present. Dark field exam- 
ination of the vulvar lesion showed many spirochetes. A 2 year old girl shows 
marked hypertrophic condylomas of the vulva and mucous patches in the mouth. 
Dark field examination of the lesions revealed S. pallida. The Wassermann test 
of the blood was strongly positive. 

The rest of the family have been investigated, with the following results: The 
father and mother showed no evidence of syphilis clinically. The Wassermann 
tests of the blood of both parents were negative. A girl, aged 12, had active 
secondary lesions and a strongly positive Wassermann reaction. A 9 year old boy 
had active secondary lesions and a strongly positive Wassermann reaction. A 
boy, aged 6 years, showed no clinical evidence of the disease but gave a strongly 
positive Wassermann reaction. The same was true of another boy, aged 5 years. 
A 3 year old boy and an 11 year old girl gave negative reactions. Thus seven of 
nine children were infected. More complete data, including the sociologic aspect 
of the case, are to be published in a later report. 
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A Case ror Dracnosis. Presented by Dr. W. H. Connor. 


This Negro, aged 24, from the service of Dr. Cole and Dr. Driver at the City 
Hospital, was admitted to the hospital because of a penile lesion associated with 
phimosis. Dark field examination did not reveal Spirochaeta pallida, but the 
Wassermann test of the blood was strongly positive. The patient had received 
eight injections of aminohydroxyphenyl arsenoxide intramuscularly, a total of 
420 mg., following which an eruption had developed on the body. This consisted 
of scaly annular and papular lesions located chiefly on the shoulders, over the back 
and in the axillae and the groins. There were no lesions on the palms, soles or 
mucous membranes. Scrapings from the lesions did not reveal fungi. 


DISCUSSION 

Dr. C. J. SHEPARD: I consider the case one of annular syphiloderm. 

Dr. H. J. Parkuurst: The three possibilities that I consider in this case are 
pityriasis rosea, tinea corporis and lichen planus. The most likely diagnosis, how- 
ever, lies between tinea corporis and pityriasis rosea. There are no lesions on 
the mucous membranes. I suggest that further cultures be made. 

Dr. E. W. NetHerton: I am inclined to believe that this is a case of pityriasis 
rosea. The scaling does not extend to the border of the lesions, as one sees in tinea 
corporis. 

Dr. H. N. Cote: The marked asymmetry presented by the eruption argues 
against the diagnosis of pityriasis rosea. The Viennese school recognizes a type 
of pityriasis rosea which is of mycotic origin. I am inclined to believe that this 
case is of that type. 

Dr. J. R. Driver: If one examines the lesions in the region of the elbow, 
it is found that on flexing the elbow there is definite evidence of contact infection. 
I believe that further cultures will prove the lesions to be of mycotic origin. 

Dr. J. A. Gamer: I have seen similar cases of what was apparently 
epidermophytosis in colored people in which all efforts to demonstrate the organism 
by examination of scrapings or cultures have failed. The fact that the organism 
cannot be demonstrated does not rule out the possibility of a tinea infection. I also 
observed the contact lesions about the elbows and believe that this is a case of 
epidermophytosis in a patient with early syphilis. 


LINEAR SCLERODERMA OF THE ForeHEAD. Presented by Dr. C. L. BAsKIN. 


This youth, aged 18, first noticed about three years ago a scarlike process 
developing on the forehead, extending from within the hair line downward approxi- 
mately 5 inches (12.7 cm.) to the region of the nose. 

Examination revealed partial alopecia of the involved area of the scalp and 
an atrophic scarlike process, approximately 1 inch (2.5 cm.) in diameter, fixed to 
the periosteum. There was no history of injury, roentgen irradiation, radium 
treatment or previous medication. 


DISCUSSION 


Dr. H. N. Core: This is a characteristic case of linear scleroderma, and the 
location of the lesion is typical of this unusual and rare manifestation of the dis- 
ease. These conditions are a form of morphea or localized scleroderma. I know 
of no therapy which would insure any beneficial effect. Filtered roentgen irradia- 
tion to the spine may affect the parasympathetic nervous system. I have found 
that in some cases of scleroderma such treatment has seemed to be of benefit. 

Dr. H. J. Parkuurst: I subscribe to the remarks of Dr. Cole. Irradiation 
with roentgen rays or radium has been found to be of little or no value in these 
cases. 

Dr. R. E. Barney: Cases of this type present a difficult problem from the 
standpoint of therapy. Many types of treatment have been tried without beneficial 
results. Roentgenotherapy of the spine, as suggested, would be worth trying. 
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A Case For Dracnosis. Presented by Dr. H. C. L. Linpsay. 


This well nourished woman, aged 33, has a recurrert papular rash which 
involves the exposed areas of the nose, ears, face and hands. One crop of lesions 
follows another after a lapse of time. The patient has a history of sensitivity to 
primulin and iodoform. When her nose is inflamed her stomach is upset. She 
had an infection in the antrum, tuberculosis of one of the bones of the foot and 
otitis media as a child. She has an enlarged submental gland. 

Some lesions are lichen-like papules, and a definite central apical depression is 
present in some. Superficial scars are present where the lesions have involuted. 
The case is presented as one of photosensitivity resembling Hutchinson’s summer 
prurigo. 

DISCUSSION 

Dr. H. C. L. Linpsay: The patient presents lesions that resemble hydroa 
aestivale. There is no hematoporphyrin in the urine. The patient is much older 
than the average person with hydroa, and while her condition resembles that 
disease it could not be called hydroa aestivale. I believe that several types of 
skin lesions are caused by photosensitivity. 

Dr. Samuet Ayres Jr.: There is one argument against photosensitivity in 
this case, and that is that sun baths do not produce an exacerbation of the eruption, 
although the present distribution certainly suggests a photosensitive factor. The 
patient states that she has had a chronic sinus infection for many years, and when 
it flares up the condition of the skin becomes worse. It would be interesting to 
get some cultures from the sinus and make intradermal tests of extracts of the 
bacteria obtained. 

Dr. STANLEY CHAMBERS: I suggest the possibility of recurrent erythema 
multiforme with the sensitivity to light a secondary factor. 


A Case For Dracnosis. Presented by Dr. NeLtson PAut ANDERSON. 


This woman, a widow aged 72, says that about fifteen years ago she had an 
irritation in the small of the back following the use of adhesive tape. No further 
disturbance in that area was noted until four years ago when she noticed a number 
of small sores. A physician treated the condition for one year with trichloracetic 
acid. Four months ago she was treated with infra-red radiation for three months. 
A biopsy was made at that time. She denied having received roentgen radiation 
to this area. 

The skin condition, according to the patient, occasionally becomes exacerbated, 
with oozing, burning, itching and prickling. When she was seen on April 8, 1934, 
there was a dry irregular patch on the small of the back, about 4 by 5 inches 
(10 by 12.5 cm.), made up of indurated papules, telangiectasia and atrophy, with 
some ulceration. The whole area was thick and hard. Today the patch is larger 
and more inflamed. There is an area about 5 by 7 inches (12.7 by 17.7 cm.) 
covered with a yellowish, clear, sticky, serous exudate, and there are considerable 
burning, itching and prickling. Above the acutely inflamed area is a band of 
atrophy and telangiectasia about 2 inches (5 cm.) wide. The tentative clinical 
diagnosis is poikiloderma atrophicans vascular, scleroderma or roentgen ray 
dermatitis. 

DISCUSSION 


Dr. Samuet Ayres Jr.: I agree with the diagnosis of poikiloderma, assuming 
that exposure to roentgen rays has been ruled out. 
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Dr. H. C. L. Linpsay: From the microscopic report I find a resemblance 
between this patient’s malady and Paget’s disease. The microscopic picture js 
much the same, but clinically the condition looks like roentgen-ray dermatitis. 

Dr. NeLtson Paut ANperson: This is the first time I have seen the patient 
although I have seen the microscopic slides before. Histologically the diagnosis 
of roentgen ray dermatitis is compatible with the clinical findings. The patient 
says that no roentgen treatment has been given but that fourteen years ago a 
gastro-intestinal examination and fluoroscopy were done and six years ago some 
roentgenograms of the colon were made. The length of time she was in the dark 
room she does not know. The marginated lesion would certainly fit in the cone 
of an ordinary roentgen ray apparatus. 


ACRODERMATITIS CHRONICA ATROPHICANS WITH EXTENSIVE ULCERATION. Pre- 
sented by Dr. Juttus ScHoitz (by invitation) for Dr. L. F. X. WituHecm. 


This Jew, aged 54, when first seen sixteen years ago presented extensive areas 
of atrophic and dusky red skin on the lower third of each leg. Parts of the skin 
of the legs were decidedly sclerotic. At the elbows and knees the veins stood 
out prominently over wrinkled, atrophic skin, presenting marked anetodermia 
(Jadassohn). The case was reported in 1919 in the Arcuives or DERMATOLOGY as 
one of acrodermatitis atrophicans. The patient now presents numerous and exten- 
sive areas of ulceration involving the lower portion of both legs. The ulcers are 
healing under therapy which includes ultraviolet irradiation, rest in bed and calcium 
lactate and parathyroid extract tablets. 

Nothing has been revealed in his personal history or physical examination to 
throw light on the etiology of the condition. The Wassermann reaction was 
negative. 


DISCUSSION 


Dr. Moses Scuottz: I presented this patient with the diagnosis of an extreme 
type of acrodermatitis atrophicans. I saw him first sixteen years ago. The 


ultimate prognosis is bad. 


A Case For Dracnosis. Presented by Dr. Moses ScnHottz. 


This woman, a beauty parlor operator, complains of an eruption of sixteen 
months’ duration. The lesions appeared first on the forehead and gradually spread 
over the face to the arms and legs. The most recent lesions appeared six months 
ago. Some have involuted spontaneously, leaving slightly depressed scars. 
Repeated Wassermann tests and tuberculin tests have been negative. The diag- 
nosis of lupus erythematosus was made at one time, but she received no injections 
of gold preparations as far as she knows. Her familial, past and marital history 
are essentially irrelevant. She has a child 6 years old who is in good health; 
there have been no other pregnancies. 

The lesions are limited to the face, arms and legs. Except for moderate 
superior cervical adenopathy and a crescent-shaped patch of pigmentation at 
the temporal side of the left optic disk there are no physical abnormalities. The 
patient was seen for the first time yesterday in the outpatient department of the 
Los Angeles County Hospital. 

DISCUSSION 


Dr. Saut Rostnson: I believe the condition is disseminated lupus erythema- 
tosus. 

Dr. Witt1aM GOECKERMAN: ‘This patient presents one of those interesting 
combined pictures that one sees every so often for which it is difficult to make a 
definite diagnosis. I do not know how far investigation has gone in this case. 
I think that morphologically the condition is one which is apt to be called a 
tuberculid of some type. Then what is one going to call it in that group? Some 
lesions resemble sarcoid and other lesions have the characteristics of erythematous 
lupus. There is nothing typical of either condition. Not uncommonly one sees 
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jupus erythematosus associated with lesions suggestive of papulonecrotic tuberculids. 
This patient presents lesions of all three types. Such cases offer one reason for 
favoring a tuberculous factor in erythematous lupus. 

Dr. NELSON PAuL ANDERSON: Have roentgenograms been made of the chest 
or hands to see if any of the bony changes are present which have been described 
as occurring with sarcoid? 

Dr. SAMUEL Ayres Jr.: I do not think there is justification for calling these 
lesions papulonecrotic tuberculids. Possibly the etiology of tuberculosis is more 
suggestive in this case, but I have seen conditions that were certainly indistin- 
guishable but due to a streptococcic focus. I think that in a certain percentage 
of such cases the condition is unquestionably nontuberculous. 

Dr. L. F. X. Wituetm: I presented this case because of the interesting 
picture. The lesions on the face suggest sarcoid; the involvement of the lips and 
ears together with definite horny plugs suggest lupus erythematosus and the lesions 
on the extremities are papulonecrotic tuberculids. I shall report further after 
a biopsy and roentgen studies have been made. 


\ Case For DiaGnosis. Presented by Dr. Samuet Ayres Jr. 


J. G., a man aged 62, was seen today for the first time with an eruption on 
his face of eight years’ duration. The eruption began with a single lesion the size 
of a small pimple and gradually enlarged. It was removed by a barber who used 
an electric needle (2 volts by direct current) ; later it was removed again with a 
glass electrode apparatus. The other lesions were given two doses of roentgen 
rays without benefit. Prior to a year ago the patient used a great deal of ExLax, 
but he said that he had not taken any medication containing phenolphthalein for 
one year. For the eight or nine years prior to the onset of the eruption he had 
taken large quantities of bromoseltzer. The patient is under the observation of 
a laryngologist for possible sinus infection. He states that he had lead poisoning 
thirty-one years ago. 

The condition is limited to the face and consists of six lesions, the smallest 
about the size of a large pea and the largest the size of a half-dollar. There are 
two lesions near the angle of the right jaw, two near the left cheek bone and 
one small lesion on the tip of nose dorsally, the smallest lesion is on the upper lip 
just above the line of the mustache on the right. All the lesions are similar in 
appearance : sharply defined, slightly elevated, plaquelike and of doughy consistency, 
translucent and purplish brown with a somewhat more erythematous tone about 
the border and definitely marked capillary network covering the entire lesion. The 
surface shows slight scaling but is relatively smooth and is slightly uneven with 
a few tiny pits as though from some scarring process. There are a few small 
elevations, but the general effect is of a fairly even surface. One lesion on the 
left cheek shows a central elevation the size of a split pea. There is a slight 
follicular enlargement, but nowhere is this as pronounced as in lupus erythematosus. 
A suggested diagnosis is sarcoid or dermatitis medicamentosa from bromide, 
acetanilid or phenolphthalein. 

DISCUSSION 

Dr. W. H. GorecKerMAN: I think this condition is a plaquelike sarcoid. The 
induration is too strong for an ordinary fixed eruption caused by a drug. These 
lesions stay in the same place for a considerable time. 


Dr. H. C. L. Linpsay: I believe the condition is sarcoid. 


ARSENICAL DERMATITIS AND ALOPECIA AREATA SHOWING PHOTOSENSITIVITY. 
Presented by Dr. SamMueL Ayres Jr. 

A. B., a man aged 40, had a generalized eruption for ten years. It appeared 
first on the sides of the face in front of the ears and gradually spread over the 
face, neck and arms. He has noticed that during the summer when he is not in 
California the condition has tended to improve. During the past two years the 
eruption has been worse. During the past three or four months he has taken partial 
sun baths and has noticed that the eruption has spread to all areas exposed to 
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the sun. He has observed white dermographia from the onset of the eruption. 
He has always shown a tendency to have hives on the portions of the skin exposed 
to cold. His mother had hay fever, and the patient has had severe unilateral 
headaches with nausea up to about four or five months ago. He has considerable 
postnasal mucus. Two years ago he had a renal infection. His heart beat is occa- 
sionally rapid but at times slow. A year ago the patient took solution of potassium 
arsenate for a month with marked exacerbation of the eruption. 

There is a generalized eruption except below the waist where the patient has 
not been exposed to the sun. It is most severe on the face, neck and chest where 
the skin is diffusely red, lichenified and slightly scaly. The upper part of the 
trunk, arms and popliteal spaces are involved. There are two areas of alopecia 
areata, one on the left side of the scalp and one on the chin. The patient states 
that his hair fell out suddenly a year ago and has grown in again. Pronounced 
dermographia is noticeable wherever the patient scratches; broad white streaks 
appear, but no wheals. Three possible causes for the condition are being con- 
sidered: (1) food allergy; (2) foci of infection, for instance in the sinuses or 
kidneys, and (3) arsenic poisoning. 

A twenty-four hour specimen of urine was examined by the Gutzeit method for 
arsenic; 0.00125 mg. of arsenic per hundred cubic centimeters was found. One 
gram of sodium thiosulphate was administered intravenously, and the urine was 
collected for twenty-four hours. A Gutzeit test of this second specimen revealed 
0.01225 mg. of arsenic per hundred cubic centimeters. This was a tenfold increase 
after a single injection of sodium thiosulphate. The sudden release of arsenic 
was the cause of a definite flare-up in the eruption. The source of the arsenic 
has not been determined except for the solution of potassium arsenite taken a year 
ago which merely aggravated the preexisting eruption. 


DISCUSSION 

Dr. STANLEY CHAMBERS: I see no reason for attributing the photosensitivity 
to arsenic. 

Dr. Samuet Ayres Jr.: There was no history of ingestion of arsenic prior to 
the onset ten years ago. One year ago the patient was given solution of potassium 
arsenite for a month, which caused an exacerbation. Several other factors are 
to be considered. He has a sinus infection, and one year ago he had pus in one 
kidney. One should consider these sources of infection, although the conditions 
are now under control. He has always had hives; his mother had hay fever, 
and he has had migraine. The appearance of the eruption suggests that it was 
caused by arsenic. Food allergy is a possibility. I have seen cases in which arsenic 
caused photosensitivity. Wherever the sun struck the skin the eruption occurred. 
In this case the eruption stops sharply at the waistline. The alopecia areata may 
have no relation to the eruption, but Gross of New York has cited arsenic as one 
cause of alopecia areata. I have seen many cases of arsenical dermatitis of 
unknown origin. 


MELANOMA. Presented by Dr. Netson PAut ANDERSON. 


I. S., a housewife aged 29, first seen today complaining of the recurrence of a 
pigmented mole. She states that she has had a brownish pigmented lesion the 
size of a small pea on the anterior portion of the neck ever since she can remember. 
About two years ago this brownish area began to enlarge peripherally, apparently 
without reason. The pigmentation occurring in an irregular patch about the 
original mole was roughly the shape of the capital letter M. About a year ago 
the entire area was removed by electrodesiccation. The skin of the neck was 
free from pigmentation for about eleven months, and then the condition recurred 
in its present form. 

There is a large pigmented area roughly arranged in the form of the capital 
letter M. In the center of the lesion is a firm, bluish-black nodule the size of 
a small pea. The rest of the lesion is brown. There is an enlarged but rather 
soft gland in the right axilla. 
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DISCUSSION 


Dr. CHarLtes Caskey: The patient states that the lesion did not begin to 
grow until it was treated. I think that for lesions of this character destruction 
should be complete. Excision is indicated for a suspicious type of nevus. Good 
results can be obtained by excising and suturing the skin together. 

Dr. C. R. Hattoran: This is a melanoma of high grade malignancy. If 
lesions of this type are to be treated they should be excised widely and deeply as 
there is often much more of the growth subcutaneously than appears on the surface. 
Any form of less radical treatment not only fails to effect a cure of the lesion but 
results in metastasis to other parts. Apparently metastasis has already occurred 
in this case. I suggest wide and deep excision of the growth together with excision 
of the axillary glands which are apparently involved. It is likely that there are 
other metastases. 

Dr. I. R. Bancrorr: The patient told me that the lesion was not removed 
until it had been growing for one and a half years. Darier has been positive in 
his statement that such lesions should never be excised but should be removed 
by galvanic electricity or electrodesiccation. 

Dr. SAMUEL Ayres JR.: The patient has had a small lesion all her life, which 
started to grow two years ago and was removed by electrodesiccation. It has a 
definite blue-black color. There is a metastasis in the axilla. With a blue-black 
mole the only safe procedure is to remove it while it is quiescent and not after it 
has started to grow. Two cases come to my mind, in one of which the mole was 
on the middle of the forehead and in the other on the side of the forehead. In 
both cases the lesion had grown very slightly. The lesions were excised widely 
and deeply down to subcutaneous tissue by means of the endotherm knife with 
heavy electrodesiccation to the base. The sections showed, however, that there were 
malignant melanotic cells with mitotic figures running to the bottom of the section. 
The patients returned for further operation, at which time tissue was removed down 
to the periosteum. Both have remained well for over three years, but they would 
not have if the lesions had not been removed promptly and radically. I think it 
should be emphasized that blue-black moles should be excised before they start to 
grow. This type of lesion tends to grow more deeply than laterally. It is wise 
to excise it widely, but more importaut to excise it deeply. 

Dr. Moses Scuoitz: This is a subject of tremendous importance. Surgeons 
believe that surgical excision offers the only cure for such lesions; others prefer 
electrocautery. There is no sure method, as lesions have recurred after surgery 
and after cautery. At times the metastasis is thought to be present even before 
the skin lesion shows any activity. 

Dr. N. P. Anperson: I do not quite agree with Dr. Caskey that such lesions 
should be excised and sutured. The cosmetic result is the least important of 
any consideration if it is a melanotic lesion. I thought the case was extraordinarily 
interesting because of the tremendous amount of brown pigment around the pea- 
sized blue-black lesion. Ordinarily I don’t think one is upset about moles which 
are superficially pigmented, especially in brown like the outlying pigmentation in 
this case. I think the prognosis in this case is very poor, and I doubt that any 
therapeutic procedure will be of avail. 

Note.—The patient died in the middle of January 1935. Autopsy revealed 
widespread melanotic metastases in the liver and brain and mediastinal and celiac 
lymph glands. The swollen right axillary node failed to reveal any tumor cells. 


Vititico. Presented by Dr. Sopuie Lurie (by invitation). 


P. B., an American girl aged 16, came to the dermatologic service of the 
Yale Street Health Center in April 1933. She complained of weakness, loss of 
weight and white spots over her face and body. It was an effort for her to go 
to school. She stated that the spots appeared gradually during the previous two 
and one-half years and occurred first on the face. They became more pronounced 
in the spring of 1933, when she felt very weak. The Wassermann reaction was 
negative prior to treatment. No one else in her family has had the same disorder. 
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The patient presents an extensive area of depigmentation on the face, neck, 
chest and upper and lower extremities and the whole trunk. Because good results 
have been obtained in the treatment of lupus erythematosus with both gold sodium 
thiosulphate and bismuth and because gold preparations have been used success- 
fully in the treatment of vitiligo my associates and I decided to employ bismuth 
in the treatment of this patient with vitiligo. 

It was spectacular to see how after the first treatment the depigmented spots, 
especially on the face, became slightly pinkish, and simultaneously with the changes 
in the color the patient began to feel livelier. After the sixth treatment she became 
stronger and more vigorous and gained 5 pounds (2.3 Kg.). During the summer 
her chest was covered with pronounced freckles. We thought perhaps the sunshine 
influenced the formation of the pigment while the patient was receiving bismuth; 
therefore we added ultraviolet irradiation from a quartz mercury vapor arc lamp 
twice weekly. She has received fourteen treatments, and the color of the depig- 
mented areas has greatly changed, especially on the exposed parts. 

Dr. H. C. L. Linpsay: Almost any drug which affects lupus erythematosus 
favorably affects vitiligo. The skin in lupus erythematosus is often photosensitive, 
and bismuth, gold preparations and quinine and several other drugs definitely affect 
photosensitivity. There is no reason why bismuth should not be used for treatment 
of this condition with good results. 

Dr. I. R. Bancrorr: It seems to me that many patients with this disease 
get well without treatment. I have tried a number of forms of treatment which 
failed to do any good. I have tried solution of suprarenal gland, which I think 
causes an improvement in the condition faster than other methods. I have never 
administered bismuth, but I have made Wassermann tests in many cases and have 
never found a positive Wassermann reaction in a youthful patient. 

Dr. Sopuie Lurie (by invitation): Doctor Milian in France in 1934 said that 
“vitiligo is a pure manifestation of syphilis.” The late Dr. Lane in 1919 stated that 
vitiligo is possibly a manifestation of syphilis. Thus bismuth may be effective 
in the treatment of vitiligo. This girl has had only fourteen treatments and has 


improved remarkably. She has gained 10 pounds (4.5 Kg.). Her skin has lost 
the dead, lusterless appearance and is lively and lightly pigmented. A Wassermann 


test was negative. 





Netson Paut ANnpberRSON, M.D., Secretary 
Regular Monthly Meeting, Oct. 9, 1934 


Moses Scuottz, M.D., in the Chair 


A Case For Dracnosis. Presented by Dr. Netson PAuL ANDERSON. 


This Mexican woman, aged 25, has had the present skin condition for seven 
months. The lesions, according to the patient, began as small pimples which 
were painful and itched. She had fever but no sore throat and was in bed fo: 
three months, mainly on account of the pain. The lesions finally cleared, leaving 
the present areas of brownish pigmentation. 

Scattered over the arms, legs and trunk are dime-sized to nickel-sized, round, 
brown-pigmented macules. On the left side of the trunk are two eczematous weep- 
ing plaquelike lesions with some infiltration. 


DISCUSSION 


Dr. SAMUEL Ayres Jr.: I think scabies must be considered in this case. There 
are two lesions on the hands consisting of milky vesicles, typical burrows, such 
as one sees in scabies. I shaved the top off one but was unable to find any 
organisms. The lesions and the eruption on the body are anything but typical 
of scabies, however. I had a patient who had an eruption which was clinically 
typical of diabetic eczema but who had neither diabetes nor eczema but did have 
scabies. I should like to see this case followed up with that situation in mind. 
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It is possible that the patient has some peculiar way cf reacting to the parasite 
of scabies which forms a superficial eczematization or ulceration. Every one is 
familiar with the eczema around the nipple and the persistent nodules which 
follow scabies. 

Dr. C. R. HALtoran: My impression is that the clinical picture is that of a 
late syphilid. 

Dr. W. H. GoeckerMAN: I, too, was impressed by the possibility of scabies. 
Of course, it is not the classic picture, but I have often seen scabies behave in 
an atypical manner. The patient evidently has marked pruritus. 

Dr. Moses Scuoritrz: I could not fit the lesions into the morphologic picture 
of any ordinary dermatosis. Probably the condition is dermatitis factitia. This 
possibility should not be overlooked. 


DeRMATOLYSIS (Two Cases). Presented by Dr. Netson PAut ANDERSON. 


These two patients, a woman aged 46 and her daughter aged 15, present a 
rare dermatologic condition. The mother has noted looseness of the skin in the 
folds of the body for the past thirty years. This laxity of the skin was first 
noted about the neck and under the arms together with a few brown spots on the 
neck when she was about 14 years old. Gradually the skin laxity has increased. 

Her daughter presents a similar but less marked looseness of the skin which 
began in May 1934, about the time she began to menstruate. An interesting 
feature of these two cases is the factor of heredity. The mother’s mother had 
the same condition, but not her grandmother’s mother. One of the mother’s 
maternal aunts had the same condition, but five other aunts were apparently normal. 

The mother has moderate looseness of the skin about the neck. The axillae 
and the anterior and posterior axillary folds present marked looseness of the 
skin and subcutaneous tissue with the axillary hair in an abnormal position, having 
slid down the side of the chest. The skin and subcutaneous tissues of the entire 
anterior part of the chest have slid down so that the breasts have fallen to the 
level of the lower ribs. The whole mass of skin can be pushed upward, however. 
There are marked folds of skin with an abnormal laxity in the groins, the lower 
part of the abdomen and the inner portion of the thighs about the vulva so that 
the whole mass hangs down like an apron. 

Dr. Weymann, who examined the eyegrounds, said that there is no evidence 
of angioid streaks of the retina. 

The daughter has slight wrinkling of the skin about the right side of the 
neck. There is no axillary hair, and the skin of the anterior, posterior and middle 
portions of the axillae is loose and droops and is thrown into folds. The skin 
of the inguinal regions and of the inner portions of the thighs is wrinkled and 
thrown into folds. About the elbows there seems to be an abnormal laxness 
of the skin. 

DISCUSSION 

Dr. C. R. HAtioran: I believe that the condition is cutis hyperelastica or 
elastic skin. I do not know any therapy to recommend other than plastic surgery. 
Even then one has no assurance against recurrence. It is interesting to observe 
the same condition in mother and daughter. One would suspect some imbalance 
of the organs of internal secretion. 

Dr. H. C. L. Lrnpsay: I think the condition is epidermolysis. There does 
not seem to be enough elasticity for elastic skin, and the skin is more flaccid. 

Dr. Samuet Ayres Jr.: I think the malady belongs to the dermolysis group 
rather than to cutis hyperelastica. The skin seems to lack attachment. I think 
it is a little different from anything described in the textbooks. I do not think 
there is much hypertrophy. The breasts are down on the abdomen—they are not 
pendulous, but the skin of the trunk seems to have slipped down. 

Dr. Moses Scuo.tz: This double case in a mother and her daughter evidently 
belongs to the group of congenital ectodermal defects. The lesions in the girl 
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are harder to identify morphologically. The condition looks like Fox-Fordyce 
disease. The girl does not complain of itching. 

Dr. Netson ANDERSON: I think the girl has the same condition as her mother. 
Darier placed such cases in the group with Recklinghausen’s disease. It would 
not surprise me to find nerve tissue rather than fibrous tissue in the small nodular 
lesions. 


EpiIrHELIOMA (BASAL CELL?); STENOSIS OF THE MoutH FROM SELF-MEDICATION 
witH “CANcER Paste.” Presented by Dr. SAMUEL AyREsS JR. 


This woman, aged 53, had what she described as a small brown spot on the 
upper lip sixteen years ago. She applied a “cancer paste” supposedly made of herbs 
and barks which her father, who had been a physician, had devised. This produced 
considerable scarring, but apparently the lesion remained healed until four years 
ago. The patient has had no medical attention other than the self-treatment with 
this cancer paste. During the past few months she has been using it extensively 
for recurrences of the eruption, and as an ensuing inflammatory reaction the mouth 
has become almost completely stenosed. 

There is now such striking stenosis of the mouth that it cannot be opened 
wider than the diameter of a dime. There are extensive scarring, crusting and 
granulation tissue covering an area including the entire upper lip and extending 
onto the cheeks, reaching almost to the eye on the right side. The “cancer paste” 
has just been applied, making an accurate diagnosis difficult. No treatment has 
been used other than antiseptic wet dressings to soften the crusts and clear up 
the secondary infection. 


DISCUSSION 


Dr. H. C. L. Lrnpsay: In the last case of this type that I saw the appearance 
of the condition was much the same. The patient had had lupus vulgaris for a 
long time before an epithelioma developed on the lupus scars. 

Dr. C. R. HALLorAN: This impresses me as being a case of dermatitis factitia. 


The woman is neurotic. She states that her father was a cancer specialist and 
that she has been applying his “cancer paste” for a long tme. There is a great 
amount of scar tissue present. A biopsy should be made to rule out a malignant 
process or lupus vulgaris. 

Dr. SaAMueL Ayres Jr.: I do not think one can see what the underlying 
condition is. I presented the patient merely to show the strange results of this 
type of self-medication. When first seen her face was covered with a thick, 
heavy crust. Now it appears that the lesion will clear up and nothing but scar 
tissue will remain. The condition may be entirely factitial. Some one in the 
family died of cancer of the face, and she may have started using this paste 
on a benign lesion. 


SypuiLitic Les1ons APPEARING DuRING TREATMENT. Presented by Dr. I. R. 
BANCROFT. 


This woman has no history of a primary syphilitic lesion. The Wassermann 
reaction was 4 plus, and there is a history of a definite secondary rash in 1932. She 
was treated with neoarsphenamine and bismuth from December 1932 to May 1933. 
The Wassermann reaction was then negative. From May to September 1933 
she was given treatment with neoarsphenamine. Bismuth was given from October 
1933 to January 1934, and neoarsphenamine during March, April and May 1934, 
followed by a course of bismuth from June to September 1934. About July 1, 
1934, which was about one month after the treatment with neoarsphenamine was 
stopped and while bismuth was being given a macular lesion appeared on her leg. 
About a month later other lesions developed which were first seen by me three 
weeks ago. At that time they were typical of late syphilitic lesions, being reddish 
in serpiginous patches with pale centers. Treatment with neoarsphenamine was 
resumed, and in two weeks the lesions have largely disappeared. 
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DISCUSSION 

Dr. C. R. HAttoran: I find this case of syphiloderm appearing while the 

patient was under antisyphilitic treatment very interesting, especially since the 

lesions appeared while the patient was receiving bismuth and began to disappear 
promptly when treatment with neoarsphenamine was resumed. 


A Case For Dracnosis. Presented by Dr. Netson PAuL ANDERSON. 


This patient, presented at the April meeting of the Los Angeles Dermatological 
Society (ArcH. Dermat. & SypH. 30:731 [Nov.] 1934) is presented again with 
the following findings: an eruption on the hands of eight or nine months’ duration. 
On the backs of the hands and dorsa of the feet are thickly distributed small to 
medium-sized flat papular lesions. Some erythematous and some reddish brown. 
On the palms and soles are similar lesions somewhat like lichen planus papules. 
There are a few similar lesions scattered on the body. On the upper part of the 
chest and about the neck are papular follicular lesions which are more pointed and 
look somewhat like follicular warts. 


DISCUSSION 

Dr. W. H. GoeckerMan: Dr. Anderson has called attention to an interesting 
group of cases which in the past have been classified under other better known 
diagnoses. When he presented the patient last year he was convinced that the 
lesions represented a dyskeratosis of an unusual type, and I think he was correct. 
One can definitely say that the histologic picture is not that of juvenile warts 
although the lesions are clinically similar. Tonight he showed me an article with 
Lewandowski as senior author, published some ten years ago under the title “Epi- 
dermodysplasia Verruciformis.” I am willing to accept this as the diagnosis. 
Whether these lesions fall in the large group of dysgenetic disturbance I am not 
prepared to say. The important thing is that Dr. Anderson has called attention 
to several types of dyskeratosis not commonly recognized in this country. While 
the name is merely descriptive I am satisfied that it forms a distinctive clinical 
and histologic group. I shall in the future be on the lookout for lesions of this type. 


ARSENICAL KERATOSES OF THE PALMS AND SOLES; BaAsAL CeLt EPITHELIOMA 
ON THE Nose; Psoriasis VuLcaris. Presented by Dr. Saut Rosinson. 


This patient has been taking solution of potassium arsenite for psoriasis since 
1923. Discrete, punctate, keratotic papular lesions are present on the palms and 
soles. There is a pea-sized crusted, ulcerated nodular lesion on the bridge of 
the nose. Scattered punctate psoriatic lesions are present on the trunks and elbows. 


XANTHOMA TUBEROSUM MULTIPLEX IN AN INFANT. Presented by Dr. SAMUEL 

AYRES Jr. 

This girl, when first seen on June 11, 1934, at the age of 4 months, had lesions 
on the scalp and forehead which had been present about two months. Several 
new lesions have appeared within the past several months. The infant had a 
normal birth and has been well in all other respects. She has been breast fed 
since birth. 

Examination when the child was first seen revealed near the middle of the 
forehead a prominent nodule about the size of a large pea, considerably elevated, 
surmounted by a dried crust and having a yellowish-pink base. The mother stated 
that this lesion had been crusted almost from the beginning, one crust no sooner 
falling off than another formed; this was probably due largely to trauma. On 
the right side of the scalp were two slightly elevated bright yellow nodules the 
size of a pea or navy bean. There was a similar but smaller and flatter lesion 
on the left side of the forehead. On the right lower eyelid and adjacent portion 
of the upper lid was a yellowish discoloration. There was one pea-sized yellowish 
nodule in the upper portion of the abdomen on the left side. 

A routine urinalysis gave negative results. Roentgenograms of the skull showed 
no abnormality. A restriction of fat over a period of two and a half months 
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caused no improvement: in fact, several small new lesions appeared on the trunk. 
On Aug. 30, 1934, radium was applied to the large lesion on the forehead (a one- 
half strength plaque filtered with 0.2 mm. aluminum and 2 mm. cardboard for 
twenty minutes). On October 2, a little over 1 month later, the lesion had 
involuted about 25 per cent. 


DISCUSSION 


Dr. Samuet Ayres Jr: The light is not very good, but there is no question 
about the yellow color of these lesions. I do not see how one can hesitate to 
accept the diagnosis of xanthoma on the basis of the color and consistency of the 
lesions. Xanthoma occurs in babies although it is not common. I am not 
enthusiastic regarding the treatment in this case. The one nodule which was 
treated with radium has improved about 25 per cent. 


Dr. C. R. Hattoran: I agree with the diagnosis. Whatever treatment is 
used one has no assurance that new lesions will not appear elsewhere. Surgical 
excision is possibly the treatment of choice. 

Dr. I. R. BAncrort: It seems to me that if radium is to be used it should 
be used with more filtration and for a longer period. 

Dr. Moses Scuoitz: Granting that the diagnosis of tuberous xanthoma is 
correct, the condition is not likely to clear up under radium treatment. It is 
my impression that xanthoma is not composed of radiosensitive tissue because 
of the amount of connective tissue in it. Plastic surgery promises much better 
results. 

Dr. STANLEY CHAMBERS: Xanthomas are usually not radiosensitive. I sug- 
gest surgical removal of the lesion on the forehead. 


Lupus ErytHeMatosus. Presented by Dr. Moses ScHottz. 


This woman, aged 33, was first seen about five years ago with lesions on the 
right temple. At that time there was a patch typical of lupus erythematosus 
in the center of which was a thick keloidal scar from previous chemical cautery. 
The border of the lesion showed a few telangiectases from treatment with radium. 
Since then the patient has been under intermittent treatment with gold preparations 
and bismuth. The lesion cleared up once during pregnancy and recurred slightly 
in 1933. The keloid responded to radium treatment. In March 1934 two discoid 
patches developed in the inner canthus of each eye which resisted treatment with 
both gold preparations and bismuth. In the last two months there have developed 
a few discrete patches on the back suggestive of lupus erythematosus. Examina- 
tion of the lungs revealed no pathologic process. No other focal infection has 
been elicited. The case is presented for suggestions as to therapy. 


DISCUSSION 


Dr. Moses Scuoitz: This case presents therapeutic difficulties, as the patient 
still has lupus erythematosus in spite of long continued treatment. She has had 
alternate series of injections of bismuth and gold preparations with temporary and 
rather indifferent results. In a case of this type I am rather afraid to resort to 
large doses of gold preparations. 

Dr. C. R. HAttoran: In the treatment of cases of lupus erythematosus in 
which there is no response to gold therapy I have not seen sufficiently good results 
from bismuth therapy to recommend its use. I believe that local treatment with 
carbon dioxide snow would give good results in this case, together with a salt-free 
diet. 

Dr. STANLEY CHAMBERS: I do not favor the use of carbon dioxide snow, 
particularly in that location. I suggest an increase in the dosage of the gold 
preparation and the Gerson diet. 


Dr. Kenpat Frost: I should like to ask Dr. Chambers why the particular 
location has anything to do with treatment with carbon dioxide snow. Before 
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gold preparations were used, treatment with carbon dioxide snow and radium 
was almost universal. It seems to be of definite value for some types of lesions. 
When I was in Denmark attending the International Dermatological Congress, it 
was suggested that a combination of carbon dioxide snow be used in refractory 


cases. 
Lupus EryTHEMATOSUsS. Presented by Dr. KENpAL Frost. 


This woman, aged 25, was presented at a meeting last year. She received 
a series of twenty injections of a gold preparation in 1932, followed by eighteen 
injections of a bismuth compound. Treatment with a gold preparation was again 
instituted in March 1933. This time she received twenty-two injections up to 
November, at which time there was a slight tendency to dissemination of the lesions. 
She received a series of twenty-four injections of iodobismitol between January 
and July 1934. There was little change in the lesions at the end of this series. 
However, in the ensuing two months most of the improvement which is now 
apparent was noticed. No treatment has been given. In the spring of 1934 she 
received a few applications of carbon dioxide snow to the lesion on the left cheek 
and on the right side of the upper lip. 


DISCUSSION 


Dr. KENDAL Frost: This patient, who was presented last year, is presented 
again to demonstrate the progress. She did not respond to treatment with a gold 
preparation until the dose reached 100 mg. Then she improved for a time, and 
later the lesions began to disseminate. She was then given injections of a pro- 
prietary bismuth iodide preparation. At present she is much improved. The 
improvement, however, has taken place chiefly since the cessation of medication. 


Dr. H. C. L. Linpsay: In some of these cases improvement can be gained with 
local treatment. These patients are always sensitive to sunlight. A small plaster 
of mull laid over the lesion keeps the sunlight off and lessens inflammation. 
Another thing which sometimes helps is neoarsphenamine. I have seen some good 
results from this drug when the injection of gold preparations was unsatisfactory. 


Dr. STANLEY CHAMBERS: I have two patients who show resistance to gold 
who have received bismarsen, and the results have been favorable. 

Dr. Netson Paut ANpeRSON: I suggest that the type of gold preparation 
be changed. Every one knows that one brand of arsphenamine may cause a reaction, 
whereas another brand may be well tolerated. Gold and sodium thiosulphate might 
be changed to one of the foreign products or to triphal. 





NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILOLOGY 


Extras W. Asramowltz, M.D., Secretary 
Oct. 2, 1934 
Ray H. Rutison, M.D., Chairman 


VERRUCA VULGARIS AND VERRUCA PLANA. Presented by Dr. Joun H. Harris. 


M. T., a youth, aged 18, has had an eruption for the past two years, which 
has been treated with bismuth salicylate and sulpharsphenamine without improve- 
ment. He is presented from the Broad Street Hospital. 

He has hundreds of various-sized common warts on the feet, legs, hands and 
face. There are many scattered common warts on the trunk and hundreds of 
flat warts on the face. 
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DISCUSSION 


Dr. Georce C. ANprews: I think that this is an excellent case for psycho- 
therapy. 

Dr. Davin L. SateNstern: I have never treated a patient with so many lesions. 
I recall the case of a woman who had between fifty and sixty lesions on her 
face. I used actual cautery, not red-hot but just hot enough to turn wood brown; 
I seared the lesions. This method leaves practically no marks. If desiccation 
is used, scars are left. As for treatment by injection, I have never had satisfactory 
results. 

Dr. SicmuNpD Potuitzer: Crocker of London, following Colrat of Lyons, 
recommended magnesium sulphate for treatment of such lesions and reported 
excellent results. There are those who believe that rubbing the lesions with a 
piece of pork rind and then throwing it over the left shoulder under the new moon 
gives good results. 

Dr. Joun H. Harris: I have seen flat warts disappear following injections 
of a bismuth preparation. With as many warts as this patient has I should 
hesitate to attempt cautery. He has probably five hundred on his face. 

Dr. Marion B. Sutzpercer: This might be a good case in which to try 
immunotherapy. Part of the warty growths on the hands could be removed and 
macerated in saline solution and an ultrafiltrate could be made and sterilized as is 
material for Frei vaccine. This treatment has been employed with excellent results 
in similar cases. Some claim that it has only a psychic effect, but Biberstein and 
others have expressed the belief that it is really immunotherapy. 


NEUROSYPHILID (UNNA)? Presented by Dr. Frep Wise. 


G. M., a man aged 64, born in the United States, came to the dermatologic 
clinic of the New York Post-Graduate Medical School and Hospital with a history 
of a chancre forty years ago and an eruption on his right knee of twenty-five years’ 
duration. On the right knee is an area about 3% by 2 inches (7.5 by 5 cm.) 
which is irregular in outline, sharply defined and purplish red. The border in many 
places is slightly raised and distinctly infiltrated. In some places the central area 
is clear with here and there a papular lesion. In some places there is flaky 
scaling. Diascopic pressure reveals a suggestion of resemblance to apple jelly 
nodules. The patient claims that this lesion has not changed much during the 
twenty-five years. 

The Wassermann reaction was 4 plus. 

A biopsy report (Sept. 20, 1934) by Dr. Satenstein was as follows: Extending 
in a bandlike manner from the upper layer of the cutis to the epidermis are 
numerous small, thin-walled blood vessels and a marked cellular infiltrate. The 
epidermis for the most part is thin and flattened, and in places the basal cell 
portion is wanting. The cellular infiltrate is composed almost entirely of small 
round cells with occasional large connective tissue cells. The histologic appearance 
is not suggestive of syphilis. 


DISCUSSION 

Dr. Frep Wise: The diagnoses are tentative. Some observers made a diag- 
nosis of lupus vulgaris, but according to the patient the lesions come and go, 
which is an argument against that diagnosis. The patient is presented for sug- 
gestions as to diagnosis, with a tentative diagnosis of lichen planus. 

Dr. HERMANN GOLDENBERG: Clinically the condition impresses me as being 
either lichen planus or lupus vulgaris. 

Dr. Max ScHeer: On the flexor surface of the right wrist is a lesion which 
appeared following a recent burn. The lesion is about % inch (1.2 cm.) in 
diameter and annular, and on the border are ill defined shiny papules. This lesion 
is more suggestive of lichen planus than is the one on the knee. 
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Dr. Davin L. SateNsTeEIN: The clinical diagnosis was lichen planus or neuro- 
syphilid. My associates and I looked for evidence of both of these conditions 
and did not find it, nor did we find anything to suggest tuberculosis. All that 
was found in the upper layer of the cutis was a type of granulation tissue similar 
to that sometimes seen in Hodgkin’s disease, but Dorothy Reed cells were not 
noted. All that I could report was lymphoblastoma with a question mark, and I 
suggest that more tissue be removed for examination. Clinically the condition 
does not look like lichen planus or like syphilis. Some one stated that he saw what 
looked like apple jelly nodules, but I did not see them. 


Dr. G. D. AstracHAN: Between the diagnoses under consideration I prefer 
the second, that is, neurosyphilid. This is a condition which appears in late syphilis, 
many years after the patient has acquired the infection. It is chronic and stubborn 
and is composed mostly of macular and sometimes of papular lesions arranged 
in the form of rings which surround normal skin. There are many points in 
favor of this diagnosis and some points against it. Some papules are very infiltrated 
and are covered with thick, flaky scales—a condition not characteristic of neuro- 
syphilid. However, I think it is hard to make the diagnosis now, and only further 
study and biopsy will decide the question. 


Dr. Frep Wise: The discussion indicates that the case must be studied further, 
and I have no doubt that the patient will be willing to permit my associates and 
me to make more biopsies. Concerning the remark made by Dr. Goldenberg 
that the patient has burns on the forearm, I might say that he is a cook, and it is 
likely that his forearms were scalded in his work. The suggestion of small papules 
on the scalded and healed areas is similar to the isomorphic irritative effect peculiar 
to lichen planus. 


DERMATITIS MEDICAMENTOSA “ForRMULA 281” (Dt-NritrRopHENOL?). Presented by 
Dr. Beatrice M. Kesten. 


+ 


E. K., a woman aged 23, unmarried, is presented from the Vanderbilt Clinic 
because of a generalized eruption of thirty-six hours’ duration. 

In order to reduce her weight the patient began to take “Formula 281” 
(Isabella Laboratories, Chicago) one month ago. She took about forty of the 
yellow capsules, the last one four or five days ago. She noted no systemic 
symptoms except that the urine became more yellow. Thirty-six hours ago she 
noted generalized burning and flushing of the skin. Following this massive hives 
and swelling of the face and scalp appeared, and they have persisted. The tempera- 
ture was 101 F., but there were no other signs except the eruption. There are 
generalized bilateral, symmetrical gyrate erythematous wheals, particularly marked 
over the trunk and buttocks and large edematous wheals on the face with edema 
of the forehead and occipital ‘region. There is a suggestion of a yellowish color 
in the scleras. On examination the basal metabolic rate was + 13, and the urine 
was normal except for the deep yellow color and a positive test for di-nitrophenol. 
The passive transfer of the blood serum has not been completed. 

Examination of the capsules of “Formula 281” revealed the presence of 
di-nitrophenol. 


Note.—On October 15 the patient was admitted to the hospital. The blood 
studies revealed the following: hemoglobin, 74 per cent; red cells, 4,200,000, and 
white cells, 2,300, with polymorphonuclears, 43 per cent, small lymphocytes, 43 
per cent, large lymphocytes, 8 per cent, mononuclears, 3 per cent, and eosinophils, 
3 per cent. Passive transfer was attempted with the patient’s blood serum by the 
Prausnitz-Kiistner method but was unsuccessful. The urine was normal micro- 
scopically. Within two weeks of the onset of her symptoms the patient had 
entirely recovered. 

DISCUSSION 
Dr. IsaporE Rosen: Have any studies of the blood been made? 
Dr. Beatrice M. Kesten: No. 
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Dr. IsaporE Rosen: Since di-nitrophenol may produce agranulocytosis, it 
would be very interesting to study this patient from the hematologic standpoint 
to see whether there are any changes in the blood picture. The cutaneous mani- 
festations are those of toxic erythema. 


Dr. Er1as W. AsramMow1tz: The members will probably recall the loss of weight 
noted in munition, workers during the World War who were exposed to di-nitro- 
phenol. It was the fact that some workers grew thin to a noticeable extent after 
several months’ work with this substance that led Cutting, Mehrtens and Tainter 
to study the action of this drug (alpha-di-nitrophenol) for the treatment of obesity. 
Although it has been in use only about eighteen months, there are more than 
a dozen reports published in the literature of reactions of various kinds due to 
this drug. The principal characteristics are a jaundiced appearance of the scleras 
and skin, agranulocytosis and eruptions, mostly of the erythema group. My former 
associate, Dr. Noun, recently sent me a photograph of a patient in whom a skin 
eruption developed after he had taken the drug for three or four weeks. The eruption 
consisted of severe erythema with urticarial wheals, causing swelling of the 
face and marked edema of the legs. Purpuric lesions occurred as a terminal 
eruption. One of the workers at the New York Post-Graduate Medical School 
and Hospital recently had severe agranulocytosis following the use of this drug, 
but fortunately recovered. It is interesting to note that in the case presented 
tonight the eruption appeared one week after the patient stopped taking the drug. 
The use of this drug is gaining wide popularity, and it will not be surprising if 
an increasing number of reactions, especially skin eruptions, will be reported in 
the near future. 

Dr. J. GARDNER Hopkins: I have seen an eruption of a different type which 
I thought was due to this drug. The patient had been given the drug while under 
observation and had been kept in bed with frequent examinations of the basal 
metabolic rate. He had a rise in temperature and sweated profusely. There 
developed a remarkable vesiculobullous eruption which was limited to the fingers 
and hands, chiefly on the palms. It resembled acute ringworm or acute strepto- 
coccic bullous eruptions. Examinations for fungi and streptococci revealed nothing. 
I cannot find any such eruption described from di-nitrophenol. It subsided in 
about seven days after one roentgen treatment (which I do not believe had any- 
thing to do with it) and the cessation of the drug. 


Dr. HERMAN Feit: If I understand correctly, mention was made of yellowish 
changes in the scleras and conjunctivae. I had occasion to observe thousands of 
workers in munition plants who worked with di-nitrophenol and di-nitrobenzol. 
They frequently had jaundice, some of the cases ending in yellow atrophy of the 
liver. I think it would be interesting in this case to make some tests of liver 
function to see if there are any changes to be found so early. Trinitrophenol 
causes a genuine stain of the skin and mucous membranes. 


Dr. ApotpH Rostenserc: I want to report on a patient whom I saw at last 
month’s pathologic conference, a girl of 14 who had been given this drug. The 
symptoms were much like those reported by Dr. Abramowitz. Generalized erythema 
developed with urticaria-like lesions and edema of the glottis which required a 
tracheotomy. Agranulocytic angina also developed, and the girl died. The nitro- 
phenols as a class of compounds are very powerful and toxic drugs, and the 
dermatologist should be on the look-out, as he might be called in first on account 
of the cutaneous lesions. 


Dr. Marion B. Sutzsercer: Enough has been said about the effects of 
di-nitrophenol to make one realize that it is extremely dangerous and probably 
acts through sensitization. It is an important question whether steps should not 
be taken to prevent its sale. It seems to me that not only should it not be sold 
without prescription to the laity, but physicians should refrain from prescribing 
it for the treatment of obesity, usually a harmless condition. Powerful and not 
entirely harmless drugs are employed when they are necessary for the treatment 
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of severe and grave conditions, for example, arsphenamine for the treatment of 
syphilis. But di-nitrophenol seems to be, on the one hand, much more dangerous 
than arsphenamine and, on the other, not a necessary remedy. 

The first reports I read in which immunologic studies on di-nitrophenol were 
described appeared in The Journal of the American Medical Association some time 
ago. It was interesting that the authors reported that they were able to transfer 
the hypersensitivity to the drug passively, i. e., to demonstrate specific antibodies. 
That of course is interesting to all immunologists, several of whom have spoken 
to me about it. Passive transference would be a demonstration of human antibodies 
to a simple chemical substance. I am inclined to think that this experiment must 
be carefully checked and repeated, for the result is of great general significance. 
In spite of innumerable attempts to do so, employing all manner of methods and 
technics, I have never been able to demonstrate antibodies to simple chemicals 
in the blood serum or tissues of human beings sensitive to drugs. I should like 
to know whether Dr. Kesten has carried out skin tests in this case and whether 
the patient will try, or has tried, to carry out passive transference. I suspect 
that there may have been an error in the report of passive transference, particularly 
as di-nitrophenol may be a substance which produces direct whealing of the skin. 


Dr. Beatrice M. Kesten: I was not familiar with the fact that agranulocytosis 
occurred after taking this drug. The eruptions that have been described, as far 
as I can ascertain, have been of the maculopapular and mainly of the urticarial 
type. Neither vesicular nor purpuric eruptions have been reported. Cutting, 
Mehrtens and Tainter (Action and Uses of Dinitrophenol, J. A. M. A. 101:193 
[July 15] 1933) who introduced this drug as a metabolic stimulant about fourteen 
months ago, noted a cutaneous reaction in 7 per cent of persons treated. The 
reactions seem to fall into two types: (1) a side-action accompanying the cellular 
oxidation and (2) a distinct sensitization to the drug. It was in an allergic person 
that Frumess (Allergic Reaction to Dinitrophenol, J. 4. M. A. 102:1219 [April 14] 
1934) was able to reproduce a generalized eruption with minute amounts of the 
drug, and it was in this patient that he obtained passive transference of sensitivity. 
This is the second patient I have encountered in the past four months with 
urticaria and edema due to di-nitrophenol. 


Miirary Lupus VULGARIS OF THE Face. Presented by Dr. ISAporE Rosen. 


C. S., a girl aged 13, born in Russia, came to the dermatologic clinic of the 
New York Post-Graduate Medical School and Hospital on Feb. 19, 1934. She 
presents on both cheeks and on the lobe and helix of the left ear several well 
defined, irregular, infiltrated, hard, nodular lesions the size of a pinhead. The 
lesions are brownish red and have adherent scales. There are pitted scars over 
the cheeks ranging from the size of a pinhead to that of a pea. In some of 
the lesions apple jelly nodules can be seen on diascopic pressure. The mother 
stated that the patient had had numerous treatments by irradiation and one injec- 
tion before she was seen at the clinic. The eruption appeared following measles 
and scarlet fever, and is of eight years’ duration. A biopsy made by Dr. Satenstein 
revealed lupus nodularis circumscriptus. 

The patient has been given twenty-five injections of a bismuth preparation. 


DISCUSSION 


Dr. ApotpH RosteENBERG: I saw this child about four or five years ago as 
a private patient. She then had about the same number of lesions. I made the 
same diagnosis and removed one of the lesions by electrodesiccation. I think the 
result is satisfactory for the cosmetic effect is good. I think it is worth while 
to desiccate all these lesions, as they do not increase in number after this treat- 
ment and while any other treatment is uncertain and slow I believe this is a good 
method. I am gratified to see this patient tonight and to observe a fairly 
smooth scar. 
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Dr. Henry D. Nites: Before Dr. Rostenberg spoke I was going to ask 
whether the scars had appeared spontaneously or were the result of treatment. 
He said that he had removed only one lesion by electrodesiccation. It seems to 
me that the scars are unusually severe for this condition. 


Dr. IsaporE RoseEN: When I first saw the patient there were numerous isolated 
active lesions on the face which were deep-seated. Under treatment with a bismuth 
preparation administered intramuscularly I dare say more than three fourths of the 
active lesions have healed. Naturally, with such a deep active process scarring 
will result. 


Lupus VULGARIS SIMULATING TERTIARY SYPHILIS AND EPITHELIOMA. Presented 
by Dr. Er1as W. AsRAMOWITzZ. 


P. C., a man aged 53, born in Germany, was first seen at the dermatologic 
clinic of the New York Post-Graduate Medical School and Hospital on May 9, 
1934. He presents on the right side of the frontal area an irregular, well defined 
patch the size of a goose egg with marked atrophy in the center and an infiltrated, 
raised, red, scaly border. The scales are markedly adherent. There are some 
erythema and slight telangiectasia on the border of the patch. The lesion is of 
six years’ duration. Biopsy by Dr. Satenstein revealed the microscopic picture 
typical of lupus vulgaris. 


The patient has received three injections of a bismuth preparation. 


DISCUSSION 


Dr. IsaporE Rosen: This is an unusual clinical picture, unlike the one asso- 
ciated with lupus vulgaris. This man presents an irregular lesion showing activity 
at the border and a clean, atrophic center. When he was first seen at the clinic it 
was difficult to make a definite diagnosis. The color suggested lupus vulgaris, 
but the peripheral extension, leaving in the center a cleancut scar without an active 
lesion, suggested syphilis. The possibility of the lesion’s being epithelioma was 
taken into consideration. 

The results of histologic examination ruled out a malignant process and favored 
lupus vulgaris rather than syphilis. I am a little hesitant about making a diag- 
nosis of lupus vulgaris because the histologic picture of the two diseases is so 
similar that many pathologists refuse to make a definite diagnosis without finding 
the tubercle bacillus or the spirochete. 

The patient has received five intramuscular injections of bismuth. There is a 
marked reduction in the amount of infiltration at the border with complete flattening 
out in some areas. 


Dr. G. F. Macuacek: I think that this is a case of the infiltrating type of 
sarcoid. I had an opportunity to see a similar case in a patient of Dr. Feit and 
saw another case in Prague at Kreibich’s clinic. An exact replica of this patient's 
condition is pictured in Lewandowski’s book on tuberculosis of the skin. 

Dr. Davin L. Satenstern: I should like to answer some of the statements 
made by Dr. Rosen. Before that I want to say that the condition represents a 
type of superficial lupus vulgaris. The reason there are no lesions in the area 
where the process has come to an end is that the entire deposit of epithelioid 
tubercles was in the upper layer of the cutis. The reason one sees lesions in the 
atrophic zones is that the lesions are in the deep layer of the cutis and after the 
upper layer is atrophied the lesions in the deep layer become visible. That is 
why one says that new lesions have appeared in the zones in which lesions have 
occurred previously. I agree with Dr. Rosen that when a specimen is taken from 
tissue which has ulcerated and has been replaced by granulation tissue either of 
tuberculosis or of syphilis that stage is almost impossible to differentiate because 
the picture is almost the same in the two conditions. However, when there is a 
lesion which histologically is made up of definite tubercles of epithelioid cells in 
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which there are no blood vessels, in which there are also some giant cells in the 
center of a ring of epithelioid cells and nothing else, one is justified in making 
the histologic diagnosis of tuberculosis and not of syphilis. This is such a case, 
showing a classic picture of lupus vulgaris. 

At times it is difficult to differentiate between lupus vulgaris and sarcoid. The 
distinction that is usually made is that in lupus vulgaris there is the tubercle plus 
an inflammatory reaction whereas in sarcoid there is the tubercle without an inflam- 
matory reaction, that is, a tubercle in apparently normal tissue. That is the only 
difference I can see between the conditions as far as the lesion is concerned. In 
lupus vulgaris the cells undergo degeneration which results in the formation of 
large giant cells. Sarcoid tissue, once it develops, is usually fixed and does not 
show the other changes. The pathologic change of lupus vulgaris is well described 
in Unna’s book on cutaneous pathology, and no one has improved on his description. 
If any one is interested it would be worth while to read that section. In Dr. 
Pollitzer’s description of sarcoid (presented at the International Congress of 
Dermatology, September 1907) he called attention to the fact that there is no 
inflammatory reaction. That is one of the characteristic differences. 

Dr. Paut Gross: I agree with Dr. Satenstein that a differential diagnosis of 
this type of lupus should not be difficult histologically, but I take exception to 
his statement about ulcerative lesions. There is a nonulcerative, superficial type 
of lupus, especially of the gluteal region, which is difficult to differentiate clinically 
and histologically from serpiginous syphiloderm. In this case immunologic tests 
might be helpful, and even a luetin test should be done. The presence of atrophy 
is not unfavorable to a diagnosis of a superficial type of lupus vulgaris. 


Keratosis Fotiicutaris (Darter’s Disease). Presented by Dr. SEyMour H. 
SILVERS. 

E. G., a married woman aged 17, who was born and is living in Brooklyn, 
complains of a mildly itching eruption which has gradually been growing worse. 
She has always been healthy except for an appendectomy performed one and a 
half years ago. Menstruation set in at the age of 13, has always been regular 
and has not been attended by pain. She is the mother of a healthy girl 4 months 
old. The patient states that her mother, who died of a brain tumor (?), had a 
similar eruption and that her older sister, who resides in California, is being 
treated for a similar cutaneous condition. She cannot give any information con- 
cerning other members of the family. Her parents were not blood relatives. The 
present eruption, according to the history, began at birth (?) and appeared first 
on the upper part of the chest. The lesions have since spread to involve the chest, 
breast, upper parts of the arms and forearms, neck, forehead, ears, face and scalp. 

The patient presents a fairly symmetrical eruption, limited mostly to the upper 
part of the body, consisting largely of firm follicular papules ranging in size from 
that of a pinhead to that of a grape seed and varying in color from that of the 
normal skin to a dirty grayish brown. Most of the lesions on the chest, arms, 
neck and face are discrete. On the forehead and scalp and in the region of the 
ears there is a tendency for the lesions to coalesce into various-sized grayish, 
slightly greasy, crusted and scaly patches. The largest patch is on the forehead. 

The Wassermann reaction of the blood and the examination of the urine gave 
negative results. Histologic study of an early lesion from the breast revealed a 
few typical corps ronds characteristic of this eruption. The patient has received 
one application of a fractional dose (75 roentgens) of roentgen radiation to the 
affected areas. 

DISCUSSION 

Dr. CuHartes Wor: According to the history the patient has had this con- 
dition since birth, so it is not an early case. What interests me is that the patient 
has had it for seventeen years and the progress of the disease has been almost nil. 
It is interesting that it began shortly after birth and that other members of 
the family had a similar eruption. 
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A Case For DraGNnosis (ANGIOMA OR MELANOMA?). Presented by Dr. HerMAN 
GOODMAN. 


T. P., a boy aged 8 years, is presented from the Stuyvesant Square Hospital. 
There is a protuberance from the inner canthus of the right eye which has been 
present since birth. It is dark and has a smooth surface. It has never bled. 
There has been a slight, but gradual, increase in size until it is now about 
%4¢ inch (0.48 cm.) in diameter. It lies on the conjunctiva at the border of the 
pterygium. The child, seen for the first time today, was brought to the clinic 
by his mother for the treatment of an unrelated skin condition. The lesion of the 
eye was considered a simple angioma by the physician who first examined it, but 
other members of the staff thought that melanoma was the better diagnosis. 


DISCUSSION 
Dr. Georce C. ANprews: I believe that the lesion is a pigmented nevus, and 
I think it is important that it be treated properly by an ophthalmologist, preferably 
by excision. I do not believe that it is malignant at present. It does not show 
signs of infiltration and is soft rather than firm. There are a few brown flecks 
in the conjunctiva beneath the main growth. I think it should be widely extirpated. 


Dr. Henry D. Nrzs: I suggest that the lesion is an angioma and that the 
underlying brown color may be due to the formation of methemoglobin. It was 
possibly injured in some way and the blood exposed to the air, with a change in 
color as a result. The color is not typical of angioma or of melanoma. It is 
between the shades characteristic of the two conditions, being a lighter brown 
than that of melanoma. 


Dr. Davin L. Satenstern: I do not think it is safe to go by the color for I 
have found lesions diagnosed as melanoma to be angioma and others diagnosed 
as angioma to be melanoma. The color is an uncertain guide, and one is apt 
to get into trouble if one depends on that alone. 


Dr. Cuartes Lerner: The child has had this lesion since birth. If it were 
an angioma it would probably have grown larger or would have completely dis- 
appeared. I am therefore inclined to think that it is 4 pigmented nevus. In my 
opinion it is not the slate-colored, bluish-black melanotic type of nevus, and even 
if it were the anatomic location makes it almost impossible to utilize the method 
of wide excision with endothermy. Since it is not in a place where it is likely 
to be traumatized, I suggest leaving it alone. 


A Case For Dtacnosis (Sypnitis? Dermatitis ARTEFACTA?). Presented by 
Dr. Georce Lewis. 


J. K., a man aged’ 30, born in the United States, a clerk, is presented from 
the dermatologic clinic of the New York Post-Graduate Medical School and 
Hospital because of an eruption on both legs. The first lesion appeared on the 
outer side of the right ankle fifteen months ago, and the last lesions appeared on 
the left leg about ten months ago. The lesions appeared as red “lumps” and 
ulcerated. The patient now presents sharply defined ulcerations with steep, 
indurated borders varying in size from that of a 10 cent piece to about 5 by 
1% inches (12.7 by 3.8 cm.) near the largest lesion are two ulcers the size of a 
25 cent piece. Under wet dressings with a solution of potassium permanganate 
some improvement has taken place, the floor of the ulcerations being much cleaner 
and less granular. Reactions to tuberculin tests with dilutions of 1: 1,000,000 
and 1: 100,000 were negative. The Wassermann, Kahn and Kline tests were 
negative. The biopsy report was tertiary syphiloderm rather than any form of 
tuberculosis. 


DISCUSSION 


Dr. Georce Lewis: Sufficient antisyphilitic treatment has been given to exclude 
a diagnosis of syphilis. The lesions have an artificial appearance; they have filled 
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in considerably under continuous wet dressings. The patient appears to want to 
get well, and there is no evidence of hysteria. The condition may be destructive 
pyodermia. 


Dr. Paut Gross: The fact that the patient is willing to get well does not 
speak against dermatitis artefacta on a hysterical basis but merely excludes 
malingering. The outer surface of the right leg and the inner surface of the left 
ankle, where the ulcers are located, are conveniently accessible to the right hand. 
Syphilis should be ruled out. 


Dr. B. F. Fetpen: It may be of interest to hear the actual amount of anti- 
syphilitic treatment which the patient has had. I have treated him in private 
practice for Dr. Oleynick of New Jersey during his absence. The patient has had 
continual treatment for two months, including potassium iodide, ten injections of 
arsphenamine and six injections of a bismuth preparation, and there have been no 
changes in the condition. Roentgen examination of the lungs revealed some old 
scars. The biopsy report by Dr. Satenstein was perivasculitis, possibly resulting 
from syphilis or tuberculosis. I think that because of the amount of treatment 
which has been given, syphilis can be ruled out. 


Dr. IsaporE Rosen: I agree with the majority of opinions expressed here 
this evening, but in answer to the last remark made by Dr. Felden I would say 
that some patients with syphilis do not respond to specific therapy. I have a 
patient at the hospital, a woman 35 years of age, who became infected fifteen years 
ago. When first seen six or seven years ago she had an ulcerative syphilitic 
process of the palate, fauces and posterior pharyngeal wall. In spite of practically 
continuous treatment the ulceration slowly extended; it spread to the upper nares 
and was not controlled by any form of treatment. She has had every known 
specific remedy, including bismuth, mercury, arsphenamine, silver arsphenamine, 
tryparsamide and iodides, but the condition is spreading and destroying the soft and 
hard tissues of the nose and the adjacent structures. Some patients with syphilis 
do not respond to definite antisyphilitic therapy. This statement does not necessarily 
apply to the patient presented but answers the question in general. 


Dr. Georce C. ANpDrEws: I am convinced that the condition is dermatitis 
artefacta. The lesion on the left leg is a linear ulcer about 24% inches (6.3 cm.) 
long, with a healthy, clean, granulating floor. All the lesions are extremely clean 
and have an artificial appearance. They do not suggest an infection. I should 
like to know the result of putting a plaster of paris bandage over the lesion on the 
upper portion of the left leg. I should leave it on for a week. I also suggest a 
neurologic examination for possible signs of hysteria. If the man has had syphilis 
one may expect some histopathologic changes which are of little importance in con- 
nection with the skin lesions. 


Dr. Marion B. Sutzpercer: I agree that the appearance of the lesions tonight 
is different from that noted when the patient was first seen. They look linear 
and clean and suggest dermatitis artefacta. But when the patient was first seen 
at the New York Post-Graduate Medical School and Hospital they were serpiginous 
and infected. Whether secondarily or primarily infected, they were full of pus 
and foul. There is a condition which, for want of a better name, is called “ulcera 
serpiginosa.” The etiology has never been discovered. I am sure that most 
dermatologists have seen such cases and the condition stiil sails under that diag- 
nosis. I particularly remember the case of a patient in the hospital at Breslau 
who continually presented new lesions in spite of all treatment. Everything was 
done that Professor Jadassohn could think of, but new lesions continued to appear, 
and in spite of every thinkable investigative procedure the cause was not discovered. 
In the end the lesions healed spontaneously. 

I have found local therapy, particularly the use of constant wet dressings 
with from 0.5 to 1 per cent solution of silver nitrate, the best treatment. Most 
of the patients I have seen with this condition were young men. I am inclined 
to think that it is a form of pyodermia. 
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Dr. Davin Bitoom: I wish to say something with reference to the remarks 
made by Dr. Sulzberger about these serpiginous ulcerating lesions, which are 
described in the literature also under the name gangrenous pyodermia. In most 
cases streptococci and staphylococci have been found. A few years ago I presented 
before this section a patient who was under the observation of Dr. Abramowitz 
and myself. I have now, with Dr. Howard Fox, two patients under observation ; 
the condition in one is of two years’ and in the other of six years’ duration. 
Streptococci and staphylococci have been isolated, and we have obtained similar 
gangrenous ulceration in a rabbit into which a mixture of the organisms was 
injected. When only one type of organism was injected into the rabbit no ulcera- 
tion was obtained. This proves that the lesions are produced by pyogenic organ- 
isms in combined action, helped in all probability by the lowered resistance of the 
patient. 


Dr. Georce Lewis: If healing does not continue an impervious dressing will 
be applied. However, there appears to have been a 50 per cent improvement since 
continuous wet dressings were applied during the past month. This improvement 
could hardly be due to the antisyphilitic therapy, which was started four months 
ago. 


Dr. Davin L. SAtenstein: Dr. Lewis stated that the patient received anti- 
syphilitic treatment and that the lesions did not respond. Then Dr. Sulzberger, 
who has observed the case, said that the lesions have responded and are 50 
per cent changed. 


Dr. B. F. Fetpen: The discrepancy which Dr. Satenstein mentioned, namely, 
that some of the speakers found no response to antisyphilitic therapy and that 
Dr. Sulzberger remarked that the lesions look 50 per cent better than when the 
patient was first seen, can be explained as follows: The patient has been suffering 
from the ulcers for about two years; antisyphilitic treatment was instituted four 
months ago, and no improvement could be noted until three weeks ago. It is 
true that the ulcers look cleaner and smaller, as Dr. Sulzberger has said, but 


certainly not as a result of antisyphilitic treatment, because if that were responsible 
they would have responded long before they did. Why the change for the better 
has ocurred during the last two weeks, I do not know, particularly since wet 
packs of solution of potassium permanganate were also applied previously. 


Dr. HERMAN GoopMAN: I had an experience in the clinic with a patient with 
such a lesion. I treated it for months. The patient then left Bellevue Hospital 
and went to another dispensary, where the diagnosis of syphilis was not considered. 
Application of wet dressings was ordered, and the lesion was completely healed 
after four or five weeks. The cure was miraculous. 


A Case For Dracnosts (MorpHea?). Presented by Dr. Eucene F. Travs. 


C. C., a girl aged 19, born in the United States, a stenographer, is presented 
from the Stuyvesant Square Hospital. She first noticed an eruption on the right 
side of the neck two and one-half years ago. Recently a smaller patch appeared 
on the right temple. The patch on the neck, which measures between 4 and 
5 cm. in diameter, represents an area of skin atrophy. The skin is thrown into 
peculiar folds, owing possibly to the location on the neck or possibly to some 
characteristic of the eruption itself. There is no hardness or “hidebound” appear- 
ance. The smaller spot on the temple measures about 2.5 cc. in diameter, is smooth 
and flat, and shows nothing but atrophy and slight hyperpigmentation. The report 
of the examination of the tissue was as follows: The section shows dense acellular 
collagen under a thin and heavily pigmented epidermis. The collagen fibers in 
the upper layer of the corium are fine; those in the lower layer are swollen. 
The fibers take the acid stain irregularly. In the Weigert preparation, in the 
upper layer of the corium the fine as well as the coarse elastic tissue fibers 
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are present. If the collagen fibers are swollen there are only the coarse fibers 
and these are often scarce as well as short and broken. The histologic diagnosis 
was atrophy of the skin. 
DISCUSSION 

Dr. Evucene F. Travus: There is nothing special about this case except that 
the location on the neck, with the peculiar folds into which the skin is thrown, 
led my associates and me to consider the possibility that one of the degenerative 
processes of the skin is present in addition to morphea. As the section showed 
nothing but atrophy it was not a positive confirming factor in the diagnosis of 
morphea, but at least it seemed to exclude some of the other possibilities which 
were considered. 


Dr. Frep Wise: I agree with the diagnosis of morphea. The condition 
has not quite the typical appearance of morphea as it occurs on the abdomen or 
chest because the natural folds of the neck alter the appearance of the plaque. 
With the same lesions on the abdomen one would not hesitate to call the eruption 
morphea. 


EPIDERMOLYSIS BuLLOSA (CuRED?). Presented by Dr. EvGene F. Travs. 


F,. W., a girl aged 8 years, is presented from the Stuyvesant Square Hospital. 
She was previously presented by Dr. Fred Wise before the New York Dermato- 
logical Society in November 193] (Arcu. Dermat & Sypu. 25:969 [May] 1932) 
and before this section by Dr. B. M. James in January 1932 (Arcu. Dermat. & 
Sypu. 26:174 [July] 1932). 

The eruption began when the child was about 4% years old and persisted for 
from one and a half to two years. The primary lesion was invariably a bleb 
which generally appeared on an exposed area of the body subject to trauma. 
As a result the eruption was found principally on the dorsa of the hands, especially 
over the knuckles and in a similar location on the toes and on the knees, elbows, 
ears and face. There were practically no lesions on the trunk. In addition to the 
blebs, there were numerous tiny cystic lesions that in a measure suggested papules 
of lichen planus. These lesions, however, definitely appeared on sites previously 
occupied by blebs. At the time the patient was first presented by Dr. Wise the 
diagnosis was lichen planus, and the bullous eruption was looked on as impetiginous. 
There was little discussion of the case, but I suggested that the papular lesions 
were cystic rather than truely papular and that the diagnosis of epidermolysis 
bullosa should be given consideration. At the time of presentation before this 
section the same opinion was expressed by Dr. Paul Gross. Dr. Max Scheer also 
drew attention to the fact that the patient presented no lesions characteristic of 
lichen planus and that the bullous eruption could certainly not be interpreted as 
part of such a syndrome. 

I examined at least three biopsy specimens from different areas; none showed 
the structure of lichen planus, and it was definitely proved that the papular lesions 
were tiny epidermal inclusion cysts. I had an opportunity to study the case both 
in the hospital and in the outpatient department, and I found that careful bandaging 
of the extremity with a bland ointment and padded dressings definitely prevented 
the appearance of lesions. No form of therapy, however, caused complete dis- 
appearance of the eruption until a stock bacteriophage, consisting of a mixture of 
streptococci, staphylococci and colon bacilli, was given. Directly following the 
first few injections of this remedy the eruption subsided and eventually disappeared. 
For one and one-half years the patient has been free from cutaneous manifestations. 

Three biopsy reports by Dr. Else Barthel are as follows: 1. The main changes 
were a separation of the epidermis from the underlying corium and numerous 
milia-like cysts. At the separation between the epidermis and the corium the 
basal cell layer had lost its normal contour and had become irregular in size and 
shape with large round hyperchromatic nuclei. The prickle cell layers in these 
areas were few, and the individual cells had lost their normal outlines. Many 
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of the nuclei took only a faint stain. Where there were no bullae the epidermis 
appeared to be normal. The granular layer was present here and there, and there 
was a practically nonparakeratotic scale. Wherever there were bullae there were 
cysts in the underlying corium. The thickness of the epithelial walls of these 
cysts varied from one to several layers. Some must have had their origin in 
sebaceous glands; possibly those with a single layer of epithelium had their origin 
in sweat glands. The contents of all the cysts were the same—a noncellular 
hornlike material. There was a dense inflammatory reaction about many of the 
cysts; in some places the exudate contained giant cells resembling those of the 
Langhans type. The diagnosis was epidermolysis bullosa. 


2. The section showed a pyogenic membrane as a surface covering of the tissue. 
The membrane rested on the corium except for a short distance; here the under- 
lying tissue was distorted basal cell and prickle cell layers. The membrane also 
showed hemorrhagic areas. The corium showed a dense inflammatory exudate 
and large spaces between the connective tissue fibers. The Weigert preparation 
showed a few short and swollen elastic tissue fibers in the midcorium. 


3. The section showed several milia-like cysts in the upper layer of the corium 
and one in the epidermis. Wherever the cysts were, the overlying epidermis 
showed changes, especially in the basal cell layer. The cysts were irregular in 
size and shape, and there was a very small separation between the basal cell 
layer and the underlying corium just above one of the larger cysts. The cysts were 
surrounded by inflammatory exudate, and some of the lymph spaces were enlarged. 
The Weigert preparation showed persistence of normal elastic tissue fibers except 
where the inflammatory exudate was present about the cysts. The diagnosis 
was epidermolysis bullosa. 

My reasons for presenting this patient are to substantiate the diagnosis of 
epidermolysis and to show an apparent cure of the disease. As a rule, the end- 
results in cases of this disease are unknown. 


DISCUSSION 


Dr. ApotpH RosteNBerRG: I should like to know whether some cases of 
epidermolysis bullosa are not self-limited, terminating with the advanced age of 
the patient, when more resistance develops. 


Dr. Davin L. SAtTeNsTEIN: In answer to Dr. Rostenberg, I would say that 
in a number of cases of this disease which I have studied I have found congenital 
absence of elastic tissue. I studied a case with Dr. Martin Cohen and Dr. Sulz- 
berger in which there were lesions of the eyes as well as of the skin. We found, 
as compared with the normal eye, a loss of elastic tissue. One cannot say that 
patients outgrow the condition, for I do not see how it is possible if they have no 
elastic tissue. As to whether a cure has been secured in this case: If the diag- 
nosis is established, I say “no,” as in psoriasis, this is a period of remission in 
which there are no lesions. 


Dr. StiGMUND Pottitzer: The case is one of extraordinary interest. It seems 
to me that the most important point to determine is whether the child ever had 
what is called clinically epidermolysis bullosa. As far as I know, no patient 
with epidermolysis bullosa has ever been cured. If this child has remained free 
from lesions for one and a half years it is reasonable to assume that she is cured. 
On the other hand, it is difficult to understand how epidermolysis bullosa can 
be cured, for it depends on a congenital absence of elastic tissue. Nothing is 
going to reproduce elastic tissue, and a person lacking it will always suffer in 
response to trauma. 

Dr. CuHartes Wor: This case does not substantiate the diagnosis of epi- 
dermolysis bullosa. First, there are no scars or areas of atrophy over the sites 
of previous lesions. Second, there is no dystrophy, which occurs after epidermolysis 
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bullosa has lasted for a few years. There is a greater likelihood that the condition 
was bullous lichen planus. It is known that lichen planus is a self-limited disease, 
and there would be no evidence of scarring or other changes. 


Dr. Paut Gross: I remember that this patient was previously presented either 
‘or diagnosis of her condition or as having lichen planus and that a diagnosis 
of lichen planus was accepted. On account of the presence of milia in the healed 
lesions I offered the diagnosis of epidermolysis bullosa. The fact that the condition 
has cleared up completely seems to speak against my diagnosis. The absence of 
scarring alone would not be an argument against this diagnosis. 


Dr. Ertas W. Apsramowitrz: I notice that the various histologic reports 
state that there are few changes in the elastic tissue. Is that observation com- 
patible with the diagnosis of epidermolysis bullosa? Many observers have stated 
that in that disease the elastic tissue is absent at the site of the lesions and also 
in areas of normal skin. 


Dr. Erse A. Bartuec: I think that the literature is a little indefinite about 
the absence of elastic tissue in epidermolysis bullosa. Also, elastic tissue stains 
are variable. In this condition the milia are always under the bullae, and they 
are in that position in all the sections made in this case. 


Dr. Davin L. SatensteIN: I refer the members to an article by Dr. White 
in the Journal of Cutaneous Diseases. He studied elastic tissue in various parts 
of the body in various types of processes. In the case I referred to a few moments 
ago I examined not only the lesions but corresponding areas on the opposite side 
where there were no lesions. The elastic tissue was gone. In a number of cases 
in the past ten or fifteen years I have observed a similar picture. I know that 
in some of the German papers on epidermolysis bullosa it has been said that there 
is no change in the elastic tissue. In the cases I have observed the elastic tissue 
was gone. In lichen planus the elastic tissue is disturbed but is not absent. 

I have a hazy recollection of having seen this patient before, presented from 
the dermatologic clinic of the New York Post-Graduate Medical School and 


Hospital with a diagnosis of bullous lichen planus. Dr. Fraser was more in favor 
of the diagnosis of bullous erythema multiforme. 


Dr. Marion B. Sutzpercer: I have read a great deal about epidermolysis 
bullosa lately in connection with the case of involvement of the eye which 
Dr. Satenstein mentioned. What every one has said is true. In other words, 
there is disagreement in the literature on the question of the complete disappearance 
of elastic tissue. I believe the phenomenon was particularly stressed by Engman 
and Mook in this country, who wrcete several articles on it. It is not the dis- 
appearance of the elastic tissue in the affected parts that is characteristic of 
epidermolysis bullosa. One can find localized absence of elastic tissue in the 
affected areas in other conditions, as for instance, in the sites of the bullae of 
pemphigus. The characteristic of epidermolysis bullosa is that the elastic tissue 
is absent in the areas of skin not affected and which have never been affected 
by clinical lesions. Some observers say that the elastic tissue is absent in the 
upper parts of the cutis adjacent to the epidermis in the skin of the entire body. 
In our patient it was completely absent in the upper part of the cutis, even in 
normal skin. There are apparently cases in which one finds elastic tissue. I know 
less now than when I started to read, for I found the literature very confusing. 
Several types of the disease are distinguished, such as the traumatic and the 
spontaneous. There is of course a clear differentiation between epidermolysis 
bullosa simplex and epidermolysis bullosa dystrophica. Certain forms of epidermo- 
lysis bullosa follow the ingestion of medicaments, such as iodides. The question 
of the congenital absence of elastic tissue is still open, and the absence cannot be 
considered the sole etiologic factor of all forms of epidermolysis bullosa. By 
this I mean that the absence of elastic tissue does not entirely explain all cases 


of the disease. 
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Question: What does the literature say about cures? 


Dr. Marion B. Sutzpercer: I have seen cases in which one could consider 
the condition to be spontaneously cured. In going through the histories of families 
with true epidermolysis bullosa, one finds that persons who reach adult ‘ife 
usually outlive the condition. The improvement does not depend entirely on the 
fact that the patients have learned to protect themselves better against trauma, 
for the skin of such persons becomes more resistant to trauma so that ordinary 
traumas do not produce lesions. The question then arises: Have the congenitally 
absent elastic fibers reformed? 


Dr. Eucene F. Traus: The question of diagnosis is paramount in this case. 
The members had an opportunity this evening to examine the slides I brought 
with me substantiating my diagnosis of epidermolysis bullosa and excluding that 
of lichen planus. In my opinion, the one clinical diagnosis that can be excluded 
without any doubt is lichen planus. First, the distribution is not that of lichen 
planus, either typical or atypical. Second, the primary lesions in this case were 
blebs which first appeared over points of pressure or injury. This is borne out 
both by the location of the lesions and by the fact that during the period of 
observation in the hospital when the patient was bandaged in such a manner that 
she was unable to bruise her skin lesions did not recur in those areas until after 
the bandage had been removed. Last, the patient presented numerous epidermal 
cysts, as shown in photographs of her condition in the early stages. There were 
dozens of these cysts on every finger and on the dorsa of the hands. That these 
were cysts was confirmed -microscopically, and yet it was these lesions that were 
mistaken for the umbilicated papules of lichen planus. At no time did I observe 
a true lichen planus papule. I can only repeat that I do not know why the condi- 
tion cleared up, but I do not feel that it is unusual for epidermolysis bullosa to 
clear either spontaneously or as a result of therapy, regardless of the changes 
in the elastic tissue that may or may not be found. 


A Case For Dracnosis (PARAPSORIASIS?). Presented by Dr. MAx SCHEER. 


C. M., a man aged 56, born in Hungary, came to the dermatologic clinic of the 
New York Post-Graduate Medical School and Hospital on Dec. 29, 1932, with 
a history of a penile lesion thirty years before and a complaint of a skin eruption 
of seven months’ duration. Examination revealed an eruption especially marked 
on the extremities and trunk, composed of many closely set, dry, fine, acuminate, 
firm lichenoid papules which were capped with fine adherent scales and ranged 
in size from that of a pinpoint to that of a pinhead. The whole eruption gave 
a nutmeg-grater feeling when touched with the finger. Among reddened and scaly 
areas could be seen regions of normal skin. There were scaling and erythema 
on the face and scalp. On the dorsa of the phalanges of most of the fingers 
were noticeable horny, blackish follicular papules. This eruption was diagnosed 
as pityriasis rubra pilaris, and because of the positive Wassermann reaction the 
patient was given antisyphilitic treatment with small doses of neoarsphenamine 
(from 0.1 to 0.3 Gm.) and bismuth. After ten weeks the eruption almost dis- 
appeared (about March 30, 1933). 


The present condition appeared, according to the patient, in June 1933, a 
few days after the last injection of neoarsphenamine, and was preceded by a 
marked desquamation of the skin. The patient presents a generalized eruption 
composed of well defined, slightly erythematous lesions, the size ranging from that 
of a pea to that of an olive, covered with fine, light-brownish, greasy, loosely adher- 
ent scales, on the removal of which there are seen in some places capillary oozing 
points. Some of the lesions present a cigaret-paper wrinkling and thinning of the 
skin. Moderate dermographia is present. 
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Wassermann and Kahn reactions of the blood were positive on two occasions, 
and the urine, blood count and basal metabolism were normal. 


The biopsy report by Dr. Satenstein on June 7, 1934, was as follows: The 
epidermis was somewhat irregular, with no pathologic processes. The papillary 
bodies were correspondingly infiltrated. In the subpapillary area were noted 
dilatation of the vessels, fairly focal perivascular cellular infiltration, dilatation 
of the lymphatics, interstitial edema of the greater part of the cutis and some 
parenchymatous edema of the deep portion of the cutis. The upper portion of the 
cutis appeared to be porous, with small, irregularly shaped lymph spaces. The 
walls of the dilated blood vessels were swollen. The lumens contained blood 
elements. The perivascular cellular infiltrate was predominantly lymphocytic. 
There is nothing in the histologic observations to warrant the diagnosis of a 
syphilitic process. The lack of epidermal involvement does not fit in with the 
diagnosis of parapsoriasis. The entire histologic evidence is of a long continued 
edematous, mildly inflammatory process. The microscopic diagnosis was a tentative 
suggestion of neurodermatitis. 

The biopsy report on June 23 was as follows: There was a superficial exudative 
inflammatory process associated with moderate acanthosis and some hyperkeratosis, 
somewhat similar to an arsenical process except for an absence of pigment, which 
might fit in with some other type of drug reaction. 


Lupus Vutcaris Tumipus. Presented by Dr. ANTHONY CIPOLLARO. 


G. C., a woman aged 41, born in France, married, a housewife, came to the 
dermatologic clinic of the New York Post-Graduate Medical School and Hospital 
with a complaint of a lesion on the lobe of the right ear which had been present 
for twenty-seven years. When it first appeared it was treated with acid. Two 
years ago it was diagnosed as a keloid and was excised surgically. Following this 
the lesion recurred and grew more rapidly than it had in the previous twenty-five 
years. The family history is irrelevant. There is no history of tuberculosis in 


the family or in the patient. 

The entire lower pole of the right ear is involved. The lesion measures 
4 by 2 by 1.5 cm. It is brownish red, and sharply demarcated, and the surface 
is shiny. The consistency is soft, but on palpation an irregular infiltration is 
elicited. On diascopic pressure the whole lesion appears to be made up of con- 
glomerated yellowish-brown nodules the size of a pinhead which are characteristic 
of lupus vulgaris. There is no scarring, atrophy or scaliness. The lesion is 
slightly tender. 

A laboratory examination revealed the Wassermann reaction of the patient's 
blood to be negative. Inoculation of a guinea-pig gave negative reaction for 
tuberculosis. Tuberculin tests showed a 1 plus reaction to a 1: 100,000 dilution of 
old tuberculin and a plus-minus reaction to a 1: 1,000,000 dilution. 

The biopsy report by Dr. Satenstein was as follows: The specimen was made 
up of confluent areas of tubercles composed of large cells. Some of the areas 
were surrounded by zones of deeply stained cells among which were a considerable 
number of thin-walled vessels. The cells making up the lighter areas were com- 
posed of epithelioid cells, the majority of which contained a large nucleus, and 
there was an occasional multinucleated cell. Intermingled among these cells were 
a considerable number of small lymphocytes from the zone which surrounded the 
tubercles. There was considerable granular degeneration of the protoplasm, and 
the cells were separated from each other. Nowhere in the section was there any 
evidence of profound edema, which is usually noted in lupus tumidus. The color 
of the clinical lesion was probably due to the intense lymphocytic infiltration 
and fairly numerous capillaries in that zone. The microscopic diagnosis was 
lupus vulgaris. 
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Muttrete Nevi (RECKLINGHAUSEN’s Disease?). Presented by Dr. G. F. 

MACHACEK. 

E. J., a girl aged 10 years, is presented from the Vanderbilt Clinic. Scattered 
over the entire body are lesions varying in size from that of a pinhead to that of 
a bean, some flat and some oval. The consistency varies from soft to firm. Many 
of the lesions are pigmented, varying from light brown to brownish black. There 
are also a few café au lait spots. There is a café au lait spot the size of a palm 
on the left side of the chest. In the right temporal region is a scar resulting 
from the removal of a large nevus which was followed by a skin graft. The 
neurologic examination gave negative results. The condition has been present 
since birth. 

The biopsy report was as follows: Sections showed that the lesion was a 
characteristic pigmented mole. The swelling was due to strands of mole cells 
which extended into the deepest part of the corium. Only the most superficial 
of these cells contained melanotic pigment. 

It seems improbable that the condition is Recklinghausen’s disease since the 
histologic diagnosis was pigmented mole. 





Book Reviews 


Over den Oorsprong der Syphilis: Een kritisch-historisch-epidemio- 
logische studie tevens ontwerp eener nieuwe theorie. By W. F. R. 
Essed. Pp. 328. Amsterdam: H. J. Paris, 1933. 


In this book Essed vigorously combats the view of the American origin of 
syphilis. It is a work of scholarship and wide learning. His position is essentially 
as follows: He and his colleagues have never seen syphilis among the American 
Indians in Dutch Guiana, but frambesia tropica is common among them. He 
bases his own theory on the assumption that at the time of Columbus’ first voyage 
conditions as regards these two diseases among the American Indians were as he 
and his colleagues found them among the Indians of Guiana now and maintains 
the thesis: “There was after the discovery of America a new disease imported 
into Europe by the sailors on the first voyage of Columbus. This new disease was 
the Framboesia Tropica.” 





Directory of Dermatologic Societies * 


INTERNATIONAL 


NIntH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SYPHILOLOGY 


American Secretary: Dr. Howard Fox, 140 E. 54th St., New York. 
Place: Budapest, Hungary. Time: Sept. 15-21, 1935. 


FOREIGN 
BritisH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 
W. R. Jaffrey, President, 64 Hughson St., S., Hamilton, Ont. 
Basil Bowman, Secretary-Treasurer, 408 Medical Arts Bldg., Hamilton, Ont. 
Place: Montreal, Quebec. Time: May 4, 1935. 
RoyaL Soctety oF MEDICINE, SECTION OF DERMATOLOGY 


Henry MacCormac, President, 23, Wimpole St., W. 1, London. 
R. T. Brain, Secretary, 37 Fordington Road, Highgate, London, N. 6. 


NATIONAL DERMATOLOGIC SOCIETIES 
AMERICAN Mepicat ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 
Jeffrey C. Michael, Chairman, 1215 Walker Ave., Houston, Texas. 
Harry R. Foerster, Secretary, 208 E. Wisconsin Ave., Milwaukee. 
Place: Atlantic City. Time: June 10-14, 1935. 
AMERICAN DERMATOLOGICAL ASSOCIATION 

Charles M. Williams, President, 114 E. 54th St., New York. 
W. H. Guy, Secretary, 500 Penn Ave., Pittsburgh. 
Place: White Sulphur Springs, Va. Time: May 2-4, 1935. 


SECTIONAL DERMATOLOGIC SOCIETIES 
BALTIMORE-W ASHINGTON DERMATOLOGICAL SOCIETY 
Joseph E. Gately, President, 1129 Calvert St., Baltimore. 
Joseph V. Kennedy, Secretary, 1835 Eye St., Washington, D. C. 
CENTRAL New York DERMATOLOGICAL SOCIETY 
John R. Schermerhorn, President, 1225 Union St., Schenectady. 
L. de Mello, Secretary-Treasurer, Medical Arts Bldg., Syracuse. 
CENTRAL STATES DERMATOLOGICAL ASSOCIATION 


Samuel Goldblatt, President, 3208 Colerain Ave.. Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 
Place: Cincinnati. Time: 1935. 


IowA AND WESTERN ILLINOIS DERMATOLOGICAL ASSOCIATION 


J. C. Kessler, President, University Hospital, Iowa City. 
Robert E. Jameson, Secretary, 1014 First Natonal Bank Bldg., Davenport, Iowa. 
Place: Iowa City. Time: Oct. 15, 1935. 


New ENGLAND DERMATOLOGICAL SucCIETY 
Rudolph Jacoby, President, 270 Commonwealth Ave., Boston. 
J. Harper Blaisdell, Secretary, 45 Bay State Road, Boston. 
SOUTHERN Mepicat ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


J. W. Roussel, Chairman, 150 Baronne St., New Orleans. 
Cornelius F. Lehmann, Secretary, 303 E. Houston St., Kansas City, Mo. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 








DIRECTORY 


STATE DERMATOLOGIC SOCIETIES 


CALIFORNIA MepicaL ASSOCIATION, SCIENTIFIC ASSEMBLY, DERMATOLOGY 
AND SYPHILOLOGY SECTION 
Ernest K. Stratton, Chairman, 490 Post St., San Francisco. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 


Fiorma Society OF DERMATOLOGY AND SYPHILOLOGY 
Chairman for each meeting is elected from city in which meeting is held. 
J. J. Saxton, Secretary, 205 Zack St., Tampa. 
Place: Miami. Time: February 1935. 


LovuISIANA DERMATOLOGICAL SOCIETY 


M. T. Van Studdiford, President, 912 Pere Marquette Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, Maison Blanche Bldg., New Orleans. 


MepicAL Society OF THE STATE OF NEW YorkK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 
George M. MacKee, Chairman, 200 W. 59th St., New York. 
Lopo de Mello, Secretary, Medical Arts Bldg., Syracuse. 


MeEpIcAL SOCIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 


Robert L. Gilman, Chairman, 1930 Chestnut St., Philadelphia. 
Fred M. Jacob, Secretary, 7026 Jenkins Arcade Bldg., Pittsburgh. 


MIcHIGAN STATE MeEpIcaL Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


A. R. Weodburne, Chairman, 26 Sheldon Ave., Grand Rapids. 
G. Warren Hyde, Secretary, 2501 W. Grand Blvd., Detroit. 


MINNESOTA DERMATOLOGICAL SOCIETY 


Hamilton Montgomery, President, Mayo Clinic, Rochester. 
D. D. Turnacliff, Secretary, 407 Medical Arts Bldg., Minneapolis. 
Time: First Wednesday in October, December, February and April. 


OKLAHOMA STATE DERMATOLOGICAL SOCIETY 
C. L. Brundage, President, 1200 N. Walker St., Oklahoma City. 
M. M. Wickham, Secretary, 716 W. Symmes St., Norman. 
TEXAS DERMATOLOGICAL SOCIETY 


C. F. Lehmann, President, 303 E. Houston St., San Antonio. 
Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 


LOCAL DERMATOLOGIC SOCIETIES 


ATLANTA DERMATOLOGICAL SOCIETY 


Francis G. Jones, President, 384 Peachtree St., Atlanta, Ga. 
Charles A. Wilkins, Secretary, Medical Arts Bidg., Atlanta, Ga. 


Bronx DERMATOLOGICAL SOCIETY 


Louis Chargin, Chairman, 1 W. 85th St., New York. 
Henry Silver, Secretary, 290 West End Ave., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 


Jacob Skeer, President, 272 E. 19th St., Brooklyn. 
George F. Price, Secretary, 884 Lincoln Place, Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 





29) ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


BuFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 
Albert R. McFarland, President, 315 Alexander St., Rochester, N. Y. 
Richard L. Saunders, Secretary, 333 Linwood Ave., Buffalo. 
CHICAGO DERMATOLOGICAL SOCIETY 


William A. Pusey, President, 7 W. Madison St., Chicago. 
Max S. Wien, Secretary, 104 S. Michigan Ave., Chicago. 


CINCINNATI DERMATOLOGICAL SOCIETY 


Samuel Goldblatt, President, 3208 Colerain Ave., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 
R. E. Barney, President, 1021 Prospect Ave., Cleveland. 
E. W. Netherton, Secretary, 2020 E. 93d St., Cleveland. 
Detroit DERMATOLOGICAL SOCIETY 
Clyde K. Hasley, President, 1553 Woodward Ave., Detroit. 
William G. Saunders, Secretary-Treasurer, 9203 Grand River Ave., Detroit. 
Los ANGELES DERMATOLOGICAL SOCIETY 
Moses Scholtz, Chairman, 1930 Wilshire Blvd., Los Angeles. 
Nelson P. Anderson, Secretary, 2007 Wilshire Blvd., Los Angeles. 
MANHATTAN DERMATOLOGIC SOCIETY 
Louis B. Mount, Chairman, 256 State St., Albany, N. Y. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 
MONTREAL DERMATOLOGICAL SOCIETY 


Alberic Marin, President, 1414 Drummond St., Montreal, Canada. 
Paul Poirier, Secretary, 2073 St. Denis St., Montreal, Canada. 


New YorK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 
Ray H. Rulison, Chairman, 145 E. 54th St., New York. 
E. William Abramowitz, Secretary, 853, 7th Ave., New York. 
New YorK DERMATOLOGICAL SOCIETY 
Fred Wise, President, 200 W. 59th St., New York. 
R. H. Rulison, Secretary, 145 E. 54th St., New York. 
OMAHA DERMATOLOGICAL SOCIETY 
J. W. Hellwig, Chairman, 1319 Farnam St., Omaha. 
Donald J. Wilson, Secretary, 1216 Medical Arts Bldg., Omaha. 
PHILADELPHIA DERMATOLOGICAL SOCIETY 


Robert L. Gilman, Chairman, 1930 Chestnut St., Philadelphia. 
Vaughn C. Garner, Secretary, Greene and Coulter Sts., Philadelphia. 


PitTsBURGH DERMATOLOGICAL SOCIETY 
Bernhard A. Goldmann, President, Jenkins Arcade, Pittsburgh. 
J. Cavanaugh, Secretary, 28 Market St., Youngstown, Ohio. 
St. Louts DERMATOLOGICAL SOCIETY , 
Richard S. Weiss, President, 3720 Washington Blvd., St. Louis. 
M. F. Engman Jr., Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 
SAN Francisco DERMATOLOGICAL SOCIETY 


L. R. Taussig, President, 384 Post St., San Francisco. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 














